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Abstract 
The study explored the relationship between middle school teacher knowledge of 
Attention-Deficit/Hyperactivity Disorder (ADHD), their knowledge of common 
interventions for ADHD, and their perception of treatment acceptability. The study also 
investigated teacher characteristics and their relationship to teacher knowledge of ADHD 
and their ratings of acceptability of interventions. Fifty-eight general education middle 
school teachers completed a survey containing demographic infonnation, an ADHD 
knowledge scale, and a survey on interventions for students with ADHD. Results 
indicated that teachers scored an average of 58% correct on the Knowledge of Attention 
Deficit Disorders Scale (KADDS), scoring significantly higher on the 
Symptoms/Diagnosis sub scale compared to the General Information and Treatment 
subscales. Most teacher characteristics were unrelated to teachers' knowledge of ADHD 
and their ratings of acceptability of interventions. However, teacher training was 
significantly related to higher knowledge scores. In terms of interventions, teachers 
preferred behavioral interventions (self-management and daily report) over medication 
monitoring for interventions for the vignette of an ADHD student without comorbid 
conditions. However, in more severe cases when comorbid externalizing problems were 
present, all interventions were considered to be equally important according to treatment 
acceptability ratings. Overall, fewer significant relationships were observed than 
predicted, suggesting that knowledge level may not be a critical variable for teachers to 
consider in accepting a particular treatment plan. Limitations of the study and directions 
for future research are discussed. 
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Statement of the Problem 
Chapter 1 
Introduction 
Teacher Acceptance 
Attention-Deficit/Hyperactivity Disorder (ADHD) is characterized by clinical 
impairment in attention, activity level, and impulse control that manifests in early 
childhood and can cause social, behavioral, and academic problems in school (American 
Psychiatric Association, 2000; Barkley, 2006; DuPaul & Stoner, 2003). It has been 
estimated that the ADHD prevalence rate is 3% to 10% of school-age population and 1 % 
to 6% of adults in the United States (Daley, 2004). More frequently observed in boys 
than girls, ADHD is often comorbid with other psychiatric disorders that cause additional 
learning and psychosocial problems (Barldey, 2004; Hall & Gushee, 2000). ADHD 
behavior puts children at risk for educational failure, developing substance use disorders, 
poor vocational experience, peer rejection, oppositional behavior, and delinquency 
(DuPaul & Eckert, 1997). Most children with ADHD have high percent affected rates of 
behavior and learning problems, regardless oftheir subtype classification (Hale, How, 
DeWitt, & Coury, 2001). A number of children with ADHD perform below grade level 
and have specific learning disabilities, with percent affected rates as high as 80% 
(Schwiebert, Sealander, & Bradshaw, 1998). Consequently, since ADHD may be only 
one of the presenting problems, the other problems will need to be addressed as well, 
requiring multiple interventions as a result (Hall & Gushee, 2000). 
This developmental disorder may be identified in childhood, but the persistence of 
symptoms through adolescence and into the adult years represents a major mental health 
problem, with as many as 1 to 2 million adult Americans affected by the disorder 
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(Wiggins, Singh, Getz, & Hutchins, 1999). As a result, school professionals are in need 
of effective strategies, adequate training, and resources for enhancing academic 
performance and managing behaviors in the classroom for students with ADHD (Barkley, 
2006; DuPaul & Eckert, 1997; Pelham, Wheeler, & Chronis, 1998) to limit the long-term 
negative impact of the disorder. 
A tremendous need arises for effective practices that foster accurate ADHD 
diagnosis that ultimately lead to effective school-based interventions. The classroom is 
one place where children spend considerable time learning and developing life skills and 
becomes an important and appropriate setting in which to introduce interventions that 
will support the personal, social, and academic development of students with ADHD 
(Miranda, Presentation, & Soriano, 2002). Multifaceted school-based behavioral services 
are needed in building the behavioral or emotional well-being of children and adolescents 
(Mennuti, Christner, & Freeman, 2006). Teachers become an important part of this 
process. In particular, teacher acceptance of interventions may be an essential 
contributing factor in the likelihood of their effective implementation of instructional and 
behavioral strategies in the classroom. 
A review of previous research on teacher evaluation of treatments suggests 
treatment acceptability is a complex construct that is influenced by several variables 
(Eckert & Hintze, 2000). Research on teacher treatment acceptability requires further 
exploration of salient variables that should be considered before treatment 
implementation. This evaluation becomes particularly important when teaching students 
with ADHD, who often require the use of a variety of interventions (Hall & Gushee, 
2000) or a multimodal treatment approach (MTA Cooperative Group, 1999). 
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Although this research has examined elementary school teachers, there is a need 
to focus research efforts on teacher treatment acceptability for middle, junior high, and 
senior high school students with ADHD. These groups may experience different 
intervention needs that require exploration, as they typically exhibit various adjustment 
problems across academic, social, and behavioral areas of functioning (Barkley, 2008; 
DuPaul & Stoner, 2003). Consequently, it becomes paramount to determine the types of 
interventions that will enhance scholastic and social success for these students. 
Pwpose of the Study 
The general aim of this study was to extend previous research by examining 
middle school teacher perceptions of several classroom-based interventions for a select 
subgroup of adolescents with academic and behavioral problems who have been 
diagnosed with ADHD. In particular, the effects of comorbidity of ADHD with another 
psychiatric condition were examined to determine the effect symptom severity and 
complexity had on middle school teacher ratings oftreatment acceptability. 
The method used to obtain this infonuation involved a survey which included the 
Knowledge of Attention Deficit Disorders Scale (KADDS) (Sciutto, Terjesen, & Bender 
Frank, 2000) and the Intervention Rating Profile for Teachers (IRP-15) (Martens, Witt, 
Elliott, & Darveaux, 1985). The survey is designed to assess the knowledge of ADHD 
and opinions of middle school teachers concerning three intervention plans for ADHD 
students. The surveys were distributed to a selected group of middle school teachers via 
placement in their mailboxes and were returned to a box in the school office. The 
information collected represented a summary of perceptions used to further explore the 
relationships between teacher knowledge of ADHD, knowledge of common treatments 
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for ADHD, and treatment acceptability. Psychologists, consultants, and educators can use 
this information to gain a more thorough understanding of variables to be considered 
when designing an intervention plan, in order to achieve teacher implementation and 
adherence to the intervention plan to better serve adolescents with ADHD. 
In summary, this study attempted to answer the following research questions: 
1. What is the ADHD knowledge base of middle school teachers and how does this 
knowledge affect treatment acceptability? 
2. What is the relationship between ADHD symptom severity and complexity and 
teacher treatment acceptability? 
3. What types of interventions appear to be more acceptable to teachers in an 
intervention plan, and how does this vary based on the severity and complexity of 
ADHD? 
Introduction 
Chapter 2 
Review of Literature 
Teacher Acceptance 5 
Attention-Deficit/Hyperactivity Disorder (ADHD) is a common developmental 
disorder that presents in early childhood and often persists into adulthood. Those with 
ADHD are chronically impaired relative to same-age peers in sustaining attention, 
controlling distractibility, regulating activity level, and inhibiting impulsive behavior 
(Barkley & Murphy, 2006). Consequently, these behaviors can become persistent and 
serious across multiple domains that interfere with school, community, and family life 
(DuPaul, Vile Junod, & Flammer, 2006). In addition, ADHD is often comorbid with 
other psychiatric disorders such as oppositional defiant disorder, conduct disorder, 
depression, and/or poor academic achievement and specific learning disabilities, with 
additional adjustment problems commonly observed in these comorbid populations 
(Barkley, 2008; DuPaul & Stoner, 2003; Schwiebert, Sealander, & Bradshaw, 1998). 
This review of the literature will examine ADHD diagnostic criteria, the current 
genetic and neuropsychological theories concerning the etiology ofthe disorder, and 
sociocultural factors in diagnosis and intervention. The discussion will then examine 
interventions for ADHD, including medication (particularly stimulant medication), and 
interventions based on operant conditioning and social learning theory. These 
interventions have been shown to help reduce targeted inappropriate behaviors (e.g., 
calling out in class, inattention to task) and increase academic and social competency 
(e.g., academic performance, social acceptance). Finally, this review will examine 
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research that has used analogue methodology to examine treatment acceptability and 
barriers to intervention implementation as it pertains to the ADHD population. 
Diagnostic Background 
The Diagnostic and Statistical Manual of Mental Disorders - Fourth Edition -
Text Revision (DSM-IV-TR) (American Psychiatric Association, 2000) defines ADHD as 
a developmental disorder that first manifests in early childhood. The distinguishing 
characteristic is a persistent pattern of inattention and/or impulsivity and excessive 
activity levels. These symptoms must occur in two or more environmental settings and 
should be of a duration and frequency that is not typical for the child's developmental 
level (Armstrong, Hayes, & Martin, 2001). Symptoms of ADHD persist into the 
adolescent and adult years, with 3.5% to 5% of adults meeting the criteria for ADHD. 
Hyperactivity is less apparent, but difficulties with attention and organization of thought 
and action are manifested and persist (Gallagher & Blader, 2001). 
The American Psychiatric Association (AP A, 2000) DSM-IV-TR identifies three 
subtypes of ADHD: Predominantly Hyperactive-Impulsive Type (HIT), Predominantly 
Inattentive Type (IT), and Combined Type (CT). The diagnostic subtype without 
hyperactivity (IT) first appeared with the publication of the Diagnostic and Statistical 
Manual of Mental Disorders - Third Edition (DSM-III) (American Psychiatric 
Association, 1980). The defining distinction is that motor hyperactivity is not the 
prominent symptom. The IT diagnosis includes six or more symptoms from the following 
list: cannot pay attention to details or makes careless mistakes; cannot sustain attention to 
tasks; does not listen when directly spoken to; does not follow through on instructions nor 
complete tasks in school or in the workplace; has difficulty getting organized; avoids or 
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does not attempt activities that require sustained mental effort; loses things necessary for 
tasks or activities; is easily distracted; and is forgetful (AP A, 2000). 
The HIT diagnosis requires six or more symptoms from the following list: 
squirms in seat or often fidgets with hands; often inappropriately leaves seat in the 
classroom or in other situations where remaining seated is expected; runs or climbs 
excessively in situations where it is inappropriate (in adolescents or adults, may be 
explained as a subjective feeling of restlessness); has difficulty playing quietly or 
engaging in leisure activities; acts as if driven or "on the go"; talks excessively; blurts out 
answers before they have been completely asked; has difficulty awaiting tum; and 
interrupts or intrudes on others (AP A, 2000). 
In addition to these criteria, symptoms for both IT and HIT must have lasted for at 
least 6 months, must be inconsistent with developmentallcvel, must have been present 
before the age of 7, have occurred in two or more settings, and must lead to major social, 
academic, or occupational impairment (AP A, 2000). In addition, no other disorder can 
better account for the symptoms or occur in the presence of another disorder (APA). 
The CT diagnosis requires meeting the criteria for both inattention and 
hyperactivity-impulsivity symptoms (AP A, 2000). Scientific research suggests the CT is 
the most common and that approximately half of affected ehildren continue to experience 
symptoms into adulthood (Barkley, 2004; Daley, 2004), with affeeted individuals 
requiring treatment beyond childhood (Barkley, 2004; Daley, 2004). 
Etiological Considerations 
Empirical advances addressing the etiology of ADHD have resulted in 
conceptual changes about the nature and treatment of the disorder. Although the DSM-IV-
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TR lists ADHD as a disruptive behavior disorder, researchers have been exploring its 
neurobiological basis. Studies suggest strong genetic and neurophysiological 
explanations of the disorder symptoms. The core symptoms of ADHD reflect a 
neuropsychological profile indicating impaired executive functioning that significantly 
affects an individual's daily functioning (Ramsay & Rostain, 2004) in both academic and 
behavioral domains (Hale, Fiorello, & Brown, 2005). Generally, executive functions refer 
to a variable set of self-control functions that help in the management of emotions and 
monitoring of thoughts in order to plan and organize activities, sustain attention, and 
persist in completing a task (Dawsop & Guare, 2004). Welsh and Pennington (1988) 
identify executive functions as control processes involved in goal-oriented planning, 
flexible strategy generation, sustaining set maintenance, inhibition, and self-monitoring. 
Children with ADHD experience difficulty planning, organizing, regulating, monitoring, 
evaluating, and changing/shifting behaviors (Hale et al., 1998). 
The cognitive processes involved in the regulating of mental skills are frequently 
associated with the prefrontal cortex and its interconnections with subcortical regions 
(Clark, Prior, & Kinsella, 2000), known as cortical-subcortical circuits (Lichter & 
Cummings, 2001). The prefrontal cortex regulates specific mental activities that allow for 
self-control and are unified under the umbrella term executive functions. Consequently, 
deficits in the development, structure, and function of the prefrontal cortex and its 
networks with other regions of the brain, such as the basal ganglia and thalamus, will 
result in deficits in executive functioning (Barkley, 2000). Executive function deficits 
have served as the neuropsychological premise of ADHD (Pennington & Ozonoff, 1996), 
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"brain manager" deficits (Hale & Fiorello, 2004), and to Barkley's (2004) conceptual 
model where ADHD is considered a self-regulatory problem. 
The more complex manifestations that impact executive functioning seen in 
ADHD involve problems with initiation, goal setting, inhibition, affect/motivation 
modulation, planning (utilizing sequencing, prioritizing, and organization), and the ability 
to monitor and adjust actions and consequences (Wasserstein & Antoinette, 2001). 
Barkley (1997) suggests a deficiency in goal-directed persistence in the individual with 
ADHD as a result of a weakness in self-regulation and the executive skills that form the 
basis for this skill. Self-regulation is seen as an inherent part of executive functions and 
can be defined as any self-directed action to "achieve goals, complete tasks, or control, 
and direct behavior" (Dawson & Guare, 2004, p. 50). Self-regulation involves the 
regulation of emotional and motivational states, the regulation of arousal, and the 
capacity for taking social perspective (Barkley, 1997). In fact, it could be argued that 
children with ADHD actually don't have attention deficits, but actually have deficits in 
control of attentional resources (Hale et al., 2005), suggesting it is really an intention 
deficit disorder (e.g., Denckla, 1996). 
Adolescent ADHD 
Children with ADHD approach their teenage years with noticeable improvement 
in their behavioral symptoms. They may demonstrate improvements in their attention, 
impulsivity, and overactivity easily identified in their primary school years. However, 
their behavior is still in contrast to their same-age peers who have exhibited similar 
improvements in behavior control, and their academic difficulties, peer conflicts, and 
discipline problems persist (DuPaul & Stoner, 2003). 
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Adolescents often encounter some additional difficulties because of delays in 
physical and social maturation, including increased incidences of automobile accidents, 
traffic tickets, grade retentions, school suspensions, substance use and abuse, vocational 
problems, and problems with romantic relationships (DuPaul & Stoner, 2003; Barkley, 
2008). As a result, these difficulties may lead to some adolescents with ADHD 
experiencing legal problems and increased likelihood of school dropout (Barkley, 2006; 
DuPaul & Stoner, 2003; Evans, Serpell, Schultz, & Pastor, 2007). Follow-up studies have 
indicated that between 30% and 80% of adolescents will continue to experience 
impairment from their ADHD symptoms (Barkley, 2006). As a result, interventions for 
children with ADHD may change into adolescence and still be necessary to help affected 
individuals cope with or overcome their disability. 
In the school setting, the expectations change from elementary to middle school, 
making it more difficult for students with ADHD to be successfuL There is less 
monitoring by a single teacher (Evans et aI., 2007) to help the adolescent student with 
ADHD to become organized, monitor their day-to-day progress, and to set and keep 
priorities, resulting in diminished school performance. These students are expected to 
manage increased demands for independence in the learning process and to withstand 
stronger peer influence with less adult supervision (Bekle, 2004). Medication issues also 
seem to arise during adolescence because of negative attitudes, with noncompliance 
becoming an significant issue as adolescents with ADHD try to avoid taking medication 
during school hours (Barkley, 2006). As a result, the classroom environment emerges as 
an important opportunity to support and influence the academic and personal outcomes of 
adolescents, particularly those with ADHD. 
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Sociocultural Factors and Epidemiology 
ADHD is known to occur in all cultures, social classes, and nationalities (Barkley, 
2008). ADHD occurs across all socioeconomic status (SES) levels when other comorbid 
conditions known to be related to SES (such as aggression and conduct disorder) are 
controlled (Barkley, 2008). The disorder may not be labeled as ADHD, nor treated in the 
same manner as it is in North America, but it has been found to exist in every country or 
region where it has been investigated, including NOlih America, Great Britain, South 
Amelica, Scandinavia and other European countries, China, Japan, Turkey, and the 
Middle East (Barkley, 2006). The disorder is more likely to occur in those with conduct 
problems and delinquency, tic disorders or Tourette syndrome, or learning disabilities, or 
those from families in which others have the disorder (Barkley, 2008). It is also more 
likely to occur where depression is more common in a family or there is a history of 
prenatal alcohol or tobacco-smoke exposure, a premature delivery, significantly low birth 
rate, or significant trauma to the prefrontal brain regions (Barkley & Murphy, 2006). 
Other studies in non-Western cultures such as those found in Chile, Thailand, 
China, and Kenya have also identified ADHD, demonstrating that the disorder is not 
"culture bound" and a product of an accommodating Western culture (Anderson, 1996). 
However, there may be cross-cultural differences or biases reflected in clinical behavior 
rating scales. It becomes impossible to determine if the differences are a result of a real 
difference in the base rate of ADHD-like behaviors across groups or due to the use of a 
patiicular scale with culturally different populations (Reid et al., 1998). 
Epidemiological studies conducted in the United States and Canada have 
generally suggested that the number of new cases/year rates are comparable across 
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ethnicities and socioeconomic status, but boys are more often identified than girls 
(Cantwell, 1996). It is three times more frequently seen in males than females, with 
females displaying a different profile of difficulties. Females were more likely to have the 
IT and to demonstrate somewhat lower levels of intelligence (Biederman et al., 2002). 
Females may manifest somewhat lower symptom levels and may have a lower risk of 
externalizing problems than males, with males often more aggressive and difficult to 
manage than females (Barkley, 2008; Biedennan et a1., 2003). Consequently, more 
females may have the disorder, but they are more likely to go undetected and untreated 
(Barkley, 2006). In a recent study by DuPaul et al. (2006) comparing boys and girls with 
ADHD, girls were found to exhibit as severe or possibly more severe impairments than 
boys when compared to their non-ADHD peers of the same gender. 
Ramirez and Shapiro (2005) found that teacher perception of deviance may be 
partially mediated more by cultural values than ethnicity. It appears that there are cultural 
issues related to attitudes and beliefs about gender and different tolerances for certain 
behaviors based on environmental demands in homes, schools, and communities that 
vary based on different ethnic and cultural groups. There are cultural as well as 
developmental and incH vidual factors that affect the behavior of children and adults or 
influence what is expected of them. The nature of these expectations can become an 
impOliant factor in providing more effective and better accepted diagnoses and treatments 
for ADHD (Livingston, 1999). 
Treatment of ADHD 
Given these varying diagnostic and epidemiological issues, ADHD appears to be 
a complicated disorder that cannot be easily treated with a single approach. There are still 
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many unknown questions regarding the effect of ADHD on different individuals, and the 
nature of co-morbidity and ADHD (Hale et aI., 2005). The predominant treatment for 
ADHD continues to be stimulant medication. The results from many long-term studies 
overwhelmingly indicate their efficacy in managing the core symptoms of ADHD (Daley, 
2004). The most commonly prescribed stimulants are methylphenidate (Ritalin, Concerta, 
Medadate CD, Focalin), dextroamphetamine sulfate (Dexedrine or Destrostat), and 
Adderall or Adderall XR, a racemic mixture of amphetamines (Barkley, 2004; Goldman, 
Genal, Bezman, & Slanetz, 1998). In addition, several approved nonstimulant 
medications, bupropion (Wellbutrin), atomoxetine (Strattera), tricyclic antidepressants 
(imipramine and desipramine), clonidine (Catapres), and venlafaxine (Effexor), are 
available for the treatment of ADHD (Daley, 2004). 
Stimulant medications' side effects are relatively benign in comparison to other 
psychiatric drugs. Side effects include appetite suppression, particularly at the noon meal, 
and mild insomnia (Barkley, 2004). One potential side effect is receiving a dose of 
medication too high. This could present itself in an "overfocusing" effect with "glassy" 
eyes, restricted emotional expressions, and a drop-off in academic performance (DuPaul 
& Stoner, 1994), which may be caused by dosing based on behavior and not cognition 
(Hale et aI., 2005). Other clinical manifestations of overdose could include agitation, 
hallucinations, lethargy, psychosis, seizures, dysrhythmia, hypertension, and 
hyperthermia with nervousness, headache, insomnia, and tachycardia listed as adverse 
side effects increasing linearly with dosage (Klein-Schwartz, 2002). Because high doses 
prescribed for behavioral control may undermine academic performance (Hale et aI., 
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2005), stimulant use generally does not result in long-term academic gains (Khilnani, 
Field, Hernandez-Reif, & Schanberg, 2003). 
Pharmacotherapy has been shown to be highly effective for short-term 
symptomatic improvement; however, it has not been shown to improve the long-term 
outcome for any domain of functioning (classroom behavior, learning). Temporary 
improvement of core symptoms of hyperactivity, inattention, and impulsivity, along with 
the associated feature of defiance, aggression, and negative social skills, has been 
documented in most children older than 5 years of age (Barkley, 2004). Changes that 
point toward longer term improvement in such behavior outcomes as academic 
achievement, social skills, and cognition have not been found, with only small effects 
being observed on learning and achievement (Goldman et aI., 1998). Furthermore, 
medication alone does not break or teach new habits or offer individuals insight into their 
maladaptive cognitive or emotional functioning, with many problems attributed to 
executive dysfunction showing minimal improvement (Wasserstein & Antoinette, 2001). 
Not all individuals respond to medication, as 10% to 30% of children either do not 
respond to stimulant treatment or cannot tolerate the treatment (Brown, 2000; Daley, 
2004), with only those with significant neuropsychological impairment consistently 
demonstrating a behavior medication response (Hale et aI., 2005). Additionally, children 
with ADHD have responded differentially to medication, with some doses having a 
detrimental effect on learning (Hale et aI., 1998), and medication may not be preferred by 
some parents (Goldstein, 2004). 
The MTA Cooperative Group (1999) showed that intensive behavioral treatments 
resulted in dramatic gains from pretreatment to posttreatment in maintaining 75% of 
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children for 14 months without medication. Combined treatment was also superior at 
reducing associated features of ADHD (e.g., defiance, aggression, opposition, 
internalizing symptoms, and parent-child relationships). These findings suggest that 
intensive behavioral treatments are a viable alternative to medication in the treatment of 
ADHD (Pelham et aI., 2000), but the best treatment outcomes are achieved when 
medication and behavior management are utilized (MTA Cooperative Group, 1999). 
Behavioral and psychosocial interventions that alter environmental contingencies 
can result in improved outcomes for children with ADHD and would seem to provide a 
viable alternative solution to medication treatment, especially when concerns regarding 
efficacy or side effects arise. Among the recommended components of these plans are a 
variety of classroom interventions that emphasize environmental modifications in 
addition to training parents to implement contingency-management programs with their 
ADHD children (Pelham, Wheeler, & Chronis, 1998). The most effective behavioral-
psychosocial interventions are those based upon operant conditioning and social learning 
theory. In particular, these would include token reinforcement systems, response cost, 
and self-management strategies targeting reduction of inappropriate behaviors (e.g., 
calling out in class, inattention to task) as well as increased competencies (e.g., academic 
performance, social acceptance) (DuPaul & Eckert, 1998). In other words, the use of 
response cost (negative punishment) and positive replacement behaviors (differential 
reinforcement of other, alternative, or incompatible behaviors) can serve the needs of 
many children with ADHD. 
Research clearly indicates the effectiveness of behavioral techniques in the short-
term treatment of academic perfonnance problems in ADHD children (Barkley, 2004). 
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These strategies help to promote students with ADHD for success. Alterations to the 
actual classroom environment, such as changes in the pace, presentation, or level of 
instruction by the teacher; making rules external with an increased frequency of rewards 
and fines; and class-wide peer tutoring provide many of the instructional variables known 
to be successful across many academic areas with students of varying cognitive and 
academic abilities (Barkley, 2008; DuPaul & Stoner, 1994). 
Meta-analyses of school intervention research literature for children with ADHD 
suggest that behavioral and academic interventions in the classroom can be effective in 
improving academic performance and reducing behavioral problems (Barkley, 2004; 
DuPaul & Eckert, 1997; Pelham et aI., 1998). As a result, many students with ADHD will 
spend most of their school time in general education or inclusive classrooms (whether 
they receive special education services or not), with the general education teacher 
responsible for the implementation ofthe intervention program. However, interventions 
are still needed and must be implemented with integrity. Compromised treatment 
integrity may affect the effectiveness of a recommended treatment when the teachers 
disagree with the treatment or carry it out inconsistently. Teachers may refuse to 
implement, may implement the treatment improperly, or ultimately fail to complete the 
proposed treatment program (Eckert & Hintze, 2000) unless they recognize the 
importance ofthe intervention and believe it can successfully ameliorate the academic 
and behavioral difficulties experienced by a child with ADHD. 
Treatment Acceptability 
The question of acceptability of a proposed treatment has become an important 
concern in serving children with ADHD. If an intervention is viewed as acceptable, it is 
Teacher Acceptance 17 
more likely to be implemented appropriately (Hall & Kataria, 1992). Kazdin (1981, p. 
493) defined treatment acceptability as "judgements by laypersons, clients, and others of 
whether treatment procedures are appropriate, fair, and reasonable for the problem or 
client." Treatment acceptability researchers have attempted to account for the complex 
relationship between treatment acceptability, treatment initiation, and treatment 
adherence. Several key variables have been identified that may influence the acceptability 
of treatments. These include treatment knowledge, effort, complexity, intrusiveness, 
severity, use, side effects, and effectiveness (Eckert & Hintze, 2000). 
A number of general factors have been found to influence the acceptability of 
classroom-based interventions for externalizing behavior problems. Von Brock and 
Elliott (1987) investigated the effect oftreatment effectiveness on teachers' ratings of 
treatment acceptability. One of three types of effectiveness information was provided 
with each case scenario, including no effectiveness information, teacher-satisfaction 
effectiveness infonnation, and research-based information. Their results indicated that the 
type of treatment effectiveness information influenced teachers' acceptability ratings, 
particularly when a research-based outcome was presented. Teachers' acceptability 
ratings were significantly higher than in the no information or teacher-satisfaction 
information conditions. Consequently, the results of this study suggested that teachers' 
views on treatment acceptability influenced their views on treatment effectiveness -
when teachers do not find a particular treatment to be acceptable, they may also think of 
it as ineffective. 
Treatments may be rated as more acceptable when they are seen to be more time 
efficient; however, teachers are able to increase their expectations about the complexity 
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of a successful treatment and subsequent time involved to change the problem behavior 
(Elliott, 1988). In addition, interventions involving the use of positive versus negative 
consequences were rated as more acceptable and a contributing factor to teachers' 
willingness to implement intervention strategies for children with behavior problems 
(Elliott, 1988). Researchers have now begun to study rater variables such as knowledge 
of treatments, past experience with treatments, and type of education or training. Elliott 
(1988) noted previous studies measuring teachers' knowledge of behavioral principles 
positively correlated with their treatment acceptability. This suggests greater knowledge 
of behavioral treatments results in higher acceptance ratings for behavioral treatments. 
Teacher Training in ADHD 
Teaching children with ADHD successfully in the classroom poses a challenge to 
both special education and general education teachers who are required to work 
effectively with these students. Although most students with ADHD spend a majority of 
their school time in general education classrooms, there is a paucity of information 
available for training these teachers about ADHD (Bussing, Gary, Leon, Garvan, & Reid, 
2002). Specifically, one study found that 83% of elementary school teachers had received 
no formal training in ADHD as undergraduates, although 90% had expressed a desire for 
more routine training (Piccolo-Torsky & Waishwell, 1998). In another study, 77% of 
elementary school teachers reported receiving no instruction about ADHD in their 
undergraduate training, yet 98% of the teachers indicated they could benefit from further 
ADHD training (Barbaresi & Olsen, 1998). 
In a survey comparing 439 American and 850 Canadian elementary teachcrs' 
knowledge and attitudes about ADHD (Jerome, Gordon, & Hustler, 2004),99% ofthe 
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Canadian sample and 89% of the American sample reported receiving little or no 
instruction concerning ADHD during their formal education, with 89% of the Canadian 
and 92% of the American sample reporting receiving further training in ADHD after 
graduation. A majority of the Canadian (83%) and American (80%) samples reported 
having read one or more articles on their own about ADHD, with 97% ofthe Canadian 
and 98% of the American sample having expressed strong desires in acquiring further 
training (Jerome et aI., 1994). 
In a more recent study (Bussing et aI., 2002), 365 general elementary classroom 
teachers in Florida were surveyed to examine their formal teacher training and sources of 
knowledge. Approximately 50% of the teachers reported receiving ADHD training 
during their education, and 65% received brief in-service training after graduation. Most 
teachers (97%) reported reading at least one article, with 61 % reporting having read a 
book. In addition, 94% ofthe surveyed teachers wanted more ADHD training. 
Teacher knowledge, or lack thereof, may result in general misinformation about 
ADHD. For instance, Jerome et al. (1994) noted that 66% of American and 77% of 
Canadian teachers believed food additives or sugar caused ADHD. A majority of the 
Canadian (77%) and American (81 %) teachers reported believing ADHD could be 
managed with a diet. The study by Piccolo-Torsky and Waishwell (1998) also noted that 
73.4% of elementary teachers believed that diet was an effective treatment option for 
ADHD. In more recent studies (Glass & Wegar, 2000) elementary teachers indicated the 
belief that ADHD was a biological abnormality, yet 34% of elementary and secondary 
teachers still believed special diets with additive-free and reduced sugar content were 
effective treatments for ADHD (West et aI., 2005). This same group (89%) endorsed a 
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combination of medication and behavior management as a highly recommended form of 
treatment for ADHD. 
Analogue Methodology 
Most treatment acceptability research has used analogue research methodology. 
Kazdin (1980) provided a paradigm for investigating treatment acceptability that has 
been followed by many subsequent researchers. He provides one of the instruments used 
in this study (the Intervention Rating Profile-IS) as an acceptable rating scale for 
determining objective evaluative ratings about treatment type. Participants are presented 
with a written case description of a client or student described as demonstrating a 
particular set of behavior problems (case vignette), with one or more written descriptions 
of treatment plans specifically targeted to alleviate the problem. Objective evaluative 
ratings are then obtained when the participants complete a paper-and-pencil treatment 
acceptability rating scale. 
There is evidence to support the relationship between consumers' ratings in 
analogue conditions and their actual beliefs about interventions before treatment 
(Reimers, Wacker, Cooper, & DeRaad, 1992). A meaningful relationship exists between 
ratings of pretreatment acceptability and perceived treatment effectiveness (Elliott, 1988). 
Subsequently, an intervention will be implemented appropriately if it is viewed as 
acceptable (Hall & Kataria, 1992). The most frequent instruments used are the Treatment 
Evaluation Inventory (TEl) (Kazdin, 1980) or the Intervention Rating Profile (IRP) 
(Martens, Witt, Elliott, & Darveaux, 1985). The TEl consists of 15 items rated on a 
Likert scale to assess willingness to carry out a procedure and treatment acceptability for 
a child's problematic behavior. The IRP-15 is a IS-item scale designed to specifically 
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evaluate teachers' perceptions of the acceptability of a given intervention. Items are rated 
on a 6-point Likert scale ranging from Strongly Disagree to Strongly Agree, with higher 
scores indicating greater acceptability regarding the extent to which a treatment is 
acceptable, appropriate, and likely to be efficacious. Unlike correlational research, the 
use of the analogue methodology does allow the manipulation of independent variables to 
allow for causal inferences to be established based on results. 
Teacher Acceptability and ADHD 
The teacher acceptability literature for children with problems similar to ADHD 
has been somewhat inconsistent. More recently, treatment acceptability researchers have 
begun to explore the nature of acceptability as it pertains to an ADHD population. Power, 
Hess, and Bennett (1995) surveyed 147 elementary and middle school teachers regarding 
the acceptability of interventions for children diagnosed with ADHD. Several factors 
were examined, including knowledge about ADHD, teaching experience, and 
acceptability of different interventions for ADHD children. Teachers were asked to rate 
the acceptability of behavioral (e.g., response cost, daily report card) and 
pharmacological interventions for a hypothetical student diagnosed with ADHD. 
The Power et al. (1995) results indicated that teachers rated the daily report 
procedure as significantly more acceptable than the response cost (suggesting positive 
reinforcement was preferred over negative punishment) or pharmacological interventions. 
However, teachers rated pharmacological interventions as more acceptable when used in 
combination with behavioral interventions, suggesting medication alone was not a 
preferable solution, consistent with the MT A Cooperative Group (1999) results. Results 
also indicated that teaching experience was generally not related to ratings of 
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acceptability for the behavioral and pharmacological interventions. For middle school 
teachers, teaching experience was negatively related to acceptability ratings for 
pharmacological treatment - the less experienced teachers were more accepting of 
pharmacological treatment. However, the authors suggested that this finding may have 
occurred by chance due to the multiple comparisons. 
Teacher perception of adolescents with ADHD was further studied by Rush 
(2005) using a sample of 100 high school general education teachers. Sorted and ranked 
responses were analyzed using multidimensional scaling with a concept mapping 
approach to visually represent the results. The final concept map suggested that teachers' 
perceptions of adolescents with ADHD may be related to their formal training on 
teaching students with this disorder and access to information to facilitate better student 
outcomes for this population. 
Vereb and DiPerna (2004) examined the relationship between teachers' general 
ADHD knowledge, knowledge of ADHD treatments, and ratings of acceptability for two 
common treatments for ADHD, specifically medication and behavior management 
strategies. The study also explored relationships between these variables and teacher 
training and experience in working with children diagnosed as ADHD. 
The results of the Vereb and DiPerna (2004) study indicated that teachers' 
knowledge of ADHD was positively correlated to their acceptability of medication 
treatments. In addition, results also indicated the greater knowledge of ADHD by 
teachers who had training in ADHD. However, teachers' knowledge oftreatments of 
ADHD was negatively correlated with their medication acceptability ratings - the less 
knowledgeable teachers were more accepting of medication treatment. The authors note 
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caution in interpreting results as their instrument (Knowledge of ADHD Rating 
Evaluation - KARE) had mixed reliability evidence for the Knowledge of Treatments 
subscale. Consequently, no statistically significant relationships were found between 
knowledge of ADHD, knowledge oftreatments, and acceptability of behavioral 
interventions. In addition, the authors found no statistically significant relationships 
between experience with teaching students with ADHD and knowledge of ADHD, 
knowledge of treatments for ADHD, or acceptability ratings of behavior management 
interventions. These results suggest fewer positive relationships between teacher 
experience and knowledge of ADHD, knowledge oftreatments, and acceptability of 
behavioral interventions than have been found in previous research by Elliott (1988), 
Power et al. (1995), Eckert and Hintze (2000), and Rush (2005). 
Research Questions 
The purpose of the present study was to examine teacher knowledge regarding the 
characteristics of ADHD, their knowledge of common ADHD interventions, and how 
these factors affect treatment acceptability. The present study extends the findings of 
Power et al. (1995) and Vereb and DiPerna (2004) by examining the effects of symptom 
severity and complexity by adding another common psychiatric condition comorbid to 
ADHD to detennine the effects on middle school teacher ratings of treatment 
acceptability. DuPaul (1992) cites the presence of additional behavior or learning 
disorders as a third factor to consider in developing treatment recommendations for an 
ADHD population. 
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Specific Hypotheses 
1. Participant knowledge of ADHD will be associated with acceptability ratings for 
ADHD interventions. Teachers who are more knowledgeable about the 
neuropsychological characteristics of ADHD will find treatments more 
acceptable. 
2. After controlling for participant knowledge, participants will rate daily reports 
and medication as more acceptable in managing ADHD than self management 
procedures because of the time required to implement the treatments. 
3. After controlling for pmiicipant knowledge, participants rating the co-morbid 
ADHD vignette will rate all three treatments as more acceptable than participants 
rating the ADHD student vignette without co-morbidity. 
Participants 
Chapter 3 
Method 
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The participants in this study consisted of a middle school population of sixth, 
seventh and eighth grade general education teachers. The large school district in 
Northeast Pennsylvania is in a middle- to upper-middle-class community situated in a 
large public school system in a suburban community located approximately 20 miles 
from a major metropolitan city. The district serves a population of close to 12,000 
students with a 15% ethnic minority population in the ten elementary, three middle, and 
three high schools. General education teachers were chosen because most of the children 
with ADHD spend the majority of their school time in the general education classroom 
(Eckert & Hintze, 2000). The participants sought for the study were fairly equally 
distributed across grades 6 to 8. Middle school teachers work in a team teaching system, 
where they teach approximately five classes each day. Class sizes typically range from 20 
to 30 students. 
The final sample demographic characteristics are reported in Table 1. The sample 
consisted of 58 general education teachers from the 185 total. Most of the respondents 
were female (n = 48,83% female; n = 10,17% male). A chi-square goodness-of-fit test 
was used to determine if the sample was representative of the total population of middle 
school teachers in the district (72% female; 28% male). Results suggested no sample 
gender bias, but a trend in the direction of females more likely to complete the survey 
than males ("l [1, n = 58] = 3.04,p = .081). The average age of respondents was 45.42 
years (SD = 11.51), ranging from ages 23 to 65 years, with the majority within the 51- to 
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60-year age range (n = 23,40%). The majority of respondents held an M.A.lM.S.lM.Ed. 
degree (60%), with the remaining educational levels identified as B.A.lB.S. (19%), and 
master's plus (21 %). Many respondents (31 %) had experience teaching all three grade 
levels of sixth, seventh, and eighth, with the average number years of experience teaching 
being 15.5 (SD = 10.5). The majority of the respondents had between 1 and 8 years' 
experience (31 %), and 24% had between 9 and 16 years. The primary area of certification 
was identified in two or more areas by 28% of the respondents, with reading specialist 
certification identified by 10%. Seven respondents did not identify their area of 
specialization. 
Table 1 
Sample Demographic Characteristics 
Demographic Frequency Percentage 
Gender 
Male 10 17.2 
Female 48 82.8 
Age Range (M = 45.42, SD = 11.51) 
23 to 30 years 10 17.2 
31 to 40 years 7 12.1 
41 to 50 years 15 25.9 
51 to 60 years 23 39.7 
Older than 60 2 3.4 
Age not provided by respondent 1 1.7 
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Table 1 continued 
Demographic Frequency Percentage 
Highest Degree 
B.A.lB.S. 11 19.0 
M.A.lM.S.lM.Ed. 35 60.3 
Master's plus 12 20.7 
Grade Taught 
Grade 6 17 29.3 
Grade 7 14 24.1 
Grade 8 6 lOA 
Two grades 3 5.2 
All three grades 18 31.0 
Primary Area of Certification 
Elementary 5 8.6 
Reading 6 lOA 
Mathematics 2 3.5 
Science 1 1.7 
English 3 5.2 
Social studies 5 8.6 
Technology education 5 8.6 
Music 1 1.7 
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Table 1 continued 
Demographic Frequency Percentage 
Primary Area of Certification 
Foreign language 3 5.2 
Food/Consumer science 1 1.7 
Health/Physical education 3 5.2 
Two or more areas identified 16 27.5 
Certification not identified 7 12.1 
Years of Teaching Experience (M= 15047, SD = 10.50) 
1-8 18 31.0 
9-16 14 24.1 
17-23 13 2204 
24-30 6 lOA 
31 + 6 lOA 
Not identified 1 1.7 
Materials 
ADHD analogue vignettes. Teachers read one oftwo descriptions of a student 
with ADHD based on the criteria for ADHD (AP A, 2000). Descriptions were 
independently read and diagnosed by mental health providers (i.e., psychiatrists, 
psychologists) to ensure diagnostic accuracy. One vignette included the definition of an 
ADHD-CT. The second vignette was comparable for the ADHD-CT symptoms, but the 
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child was also described as having comorbid oppositional defiant disorder (ODD) 
symptoms. Therefore, the ADHD-CT criteria were used for the main description of the 
child in each vignette. Because of controversy over the nature of ADHD-IT (Barkley, 
1997; Hale et aI., 2005), a vignette addressing this subtype was not included in this study. 
Children with ADHD-CT demonstrate higher rates of comorbid diagnoses, higher 
internalizing and externalizing problems, lower IQ scores on cognitive measures, and 
higher rates of counseling and multimodal treatment (Eiraldi, Power, & Nezu, 1997). 
ODD was used as the comorbid diagnosis as studies have found that ADHD and 
CD/ODD co-occur most frequently (Angold, Costello, & Erkanli, 1999). These children 
demonstrate higher levels of impulsivity than ADHD alone or ADHD and an anxiety 
disorder and are indicative of a more severe form of ADHD (Barkley, 2006). Barkley and 
Murphy (2006) note that children with ADHD are at greater risk for developing 
oppositional and defiant behavior (more than 50%), with conduct problems and antisocial 
difficulties (25 to 45%), learning disabilities (25 to 40%), and low self-esteem and 
depression (25%) also commonly found in this population. 
Instrumentation 
Knowledge of Attention Deficit Disorders Scale (KADDS). This measure was 
designed by Sciutto, Terjesen, and Frank (2000) to assess teacher knowledge of the 
symptoms/diagnosis, treatment, and general infonnation (e.g., nature, causes, and 
outcome) of ADHD. This measure is a 36-item rating scale plus three new items for test 
development purposes using true/false format with a "don't know" option to differentiate 
guesses from inaccurate knowledge. Correct answers are scored as one point, with 
"incorrect," "don't know," and missing answers scored as 0 points. The total number of 
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points are calculated and then converted to percentages for each subscale and for the total 
scale. 
The KADDS was found to have adequate internal consistency as a measure of 
teacher knowledge of ADHD with a coefficient alpha of .86 for the total KADDS score. 
The KADDS subscales (General Information, Symptoms/Diagnosis, and Treatment) all 
showed coefficient alphas of .71, and were highly correlated to the total KADDS score 
(range r .85 to r .91), with a high degree of intercorrelation among the three KADDS 
subscales (range r .63 to r .69). Sample questions include: "Children with ADHD 
often fidget or squirm in their seats"; "Most children with ADHD 'outgrow' their 
symptoms by the onset of puberty and subsequently function normally in adulthood"; and 
"In severe cases of ADHD, medication is often used before other behavior modification 
techniques are attempted." 
Intervention Rating Profilefor Teachers (IRP-1S). The IRP-15 is a IS-item scale 
designed to evaluate teachers' perceptions ofthe acceptability of a given intervention 
(Martens, Witt, Elliott, & Darveaux, 1985). Items are rated on a 6-point Likert scale 
ranging from Strongly Disagree to Strongly Agree, with higher scores indicating greater 
acceptability regarding the extent to which a treatment is acceptable, appropriate, and 
likely to be efficacious. The IRP-15 has been reported to have high internal consistency 
(Cronbach's alpha .98) and high validity coefficients with related measures (r .86). 
Sample items include: "I would be willing to use this intervention in the classroom; I 
liked the intervention procedures; I feel that the intervention was beneficia1." Kazdin 
(1980) listed the Intervention Rating Profile-IS as an acceptable rating scale for 
determining objective evaluative ratings about the type of treatment. 
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Procedure 
Packets including the rating scales and vignettes were distributed to all general 
education teachers (N = 185) in the three middle schools by placement in their mailboxes 
after the Superintendent had informed the building principals of the study. The teachers 
were assured that their responses would be kept anonymous and that their individual 
performances could not be identified. Further instructions were given to encourage the 
teachers to respond accurately to the rating scales. The teachers were randomly assigned 
to one of two groups stratified by gender, with the vignette for the ADHD student and the 
randomized order of the interventions being the only difference in the packet. The 
random assignment of the teachers to the two groups was an attempt to reduce any 
sampling bias, but also served to limit the amount of time spent completing the study. 
The packets included an introductory letter/informed consent form (approved by 
the Institutional Review Board), KADDS, ADHD case description vignettes, treatment 
descriptions, and treatment acceptability measures. The teachers were asked to read 
descriptions of three interventions for ADHD. These included a daily report procedure 
with school-based consequences, a self-management procedure with sehool-based 
eonsequenees, and stimulant medieation (Ritalin), with the teaeher completing a daily 
checklist for a I-month period to monitor drug effectiveness. Vignettes were designed to 
represent credible descriptions of ADHD students and classroom interventions that would 
occur in the naturalistic setting. These intervention descriptions were based on 
intervention descriptions by DuPaul and Stoner (2003). 
These three interventions were included based on previous research literature 
(Barkley, 2004; DuPaul & Eckert, 1997; Pelham et aI., 1994) documenting the 
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effectiveness of medication and behavioral-psychosocial interventions in the treatment of 
children with ADHD. The daily report and stimulant medication checklist are considered 
time efficient and positive, factors that have resulted in being more acceptable to teachers 
(Elliott, 1988; Power et aI., 1995). In addition, documenting a student's dose-response 
relationship becomes a valuable source of information to ensure that children are treated 
appropriately with stimulant medication (Hoeppner et aI., 1997). Self-management 
interventions are more difficult for teachers to implement and are considered time 
consuming. This intervention has not been studied extensively with an ADHD 
population, but attentive behaviors have been found to increase as a function of self-
monitoring, especially when combined with self-reinforcement or external reinforcement 
(DuPaul & Stoner, 1994). 
The teachers were also be asked to report their age, gender, current grade level 
taught, years of experience teaching, and where they acquired knowledge about ADHD in 
the appropriate blocks. After reading each vignette, the teachers were asked to respond to 
the 15-item IRP-15 for each intervention (daily report, self management, and medication) 
and place completed packets in a designated sealed box in the school office to further 
protect their anonymity. 
Teachers were given a pen as gratitude for their participation and the opportunity 
to place their name on an enclosed card if they wanted to be included in the raffle for a 
$75 American Express gift card as a further initiative for participating in the study and 
completing their survey within a given amount of time. This card was placed in a separate 
box next to the questionnaire box. The principal in each building picked the winner at the 
end ofthe collection period and delivered the gift card to the winner. Follow-up 
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appreciation cards were placed in all teachers' mailboxes 2 weeks after the initial 
questionnaire as a reminder to complete and return their questionnaires. The initial return 
number of the questionnaires was 56, and an additional 5 were returned after the 
reminder appreciation cards were placed in the teachers' mailboxes. Those participants 
interested in obtaining a copy ofthe survey results were asked to contact Dr. James Hale. 
Data obtained were coded and entered into the SPSS program by the investigator. All 
data was checked and independently verified by another graduate student. Corrections 
were then made to the database and analyses completed. 
Analyses 
Pearson correlation coefficients were used to examine the relationships between 
knowledge of ADHD and acceptability ratings for the three different intervention plans. 
The scores from the KADDS and the three IRP-15 scores were correlated for every pair 
of variables. The Spearman rank correlation was used to investigate the relationships 
between teacher characteristics including age, gender, highest degree, ADHO training, 
and years of experience. 
Cronbach's alpha was computed for the KAO OS total score and the three 
component subscales to assess whether the four measures formed an internally consistent 
scale. A repeated measures analysis of variance (ANOV A) was conducted on the 
KADDS to determine if there was a difference between teacher scores on each subscale 
as compared to the other subscales. 
A repeated measures factorial analyses of covariance (MANCO VA) was used to 
analyze the questionnaire data. The treatment plans and case vignettes served as the 
independent variables, the knowledge of ADHD served as a covariate, and treatment 
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acceptability served as the dependent variable with gender as a moderator variable. 
Teachers used the same IRP-15 to rate each of the three treatments. The within subjects 
factor treatment plan had three levels, including daily report, medication monitoring, and 
self-management. The between subjects factor vignette had two levels, including ADHD 
and ADHD plus ODD. Knowledge as covariate will be used to adjust for any knowledge 
differences based on the KADDS total percentage score. 
Chapter 4 
Results 
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A total of 185 packets were distributed to general education teachers in the three 
middle schools located in a school district in NOliheast Pennsylvania. A total of 61 
questionnaires were returned to the investigator. Of the 61 returned, three packets were 
excluded because of substantial missing data: two had completed the KADDS, but not the 
IRP-15, and one had completed the IRP-15, and not the KADDS. The overall response 
rate for questionnaire return was 32%. The final sample included data from 58 
respondents. 
There was a difference in the number of teachers who completed the ADHD-CT 
vignette (34) from the ADHD-ODD vignette (24). Chi-square analyses were computed to 
determine if there were any differences between these two groups. There were no 
differences found between groups by gender ("l [1, n = 58] = .009,p = .922); age ("l [27, 
n = 58] = 35.80,p = .120); highest degree earned (X: [2, n = 58] = .705,p = .703); years 
of teaching experience ("l [26, n = 58] = 20.65, p = .120); or order of treatment 
presentation (X: [5, n = 58] = 3,41,p = .638). 
Participants provided information regarding their ADHD training and source of 
knowledge (see Table 2). The majority of the respondents (72%) had checked in-service 
training, followed by journal articles (60%) and handouts (60%). College credit was 
indicated by 48% ofthe respondents, with television programs noted to be the last source 
identified by the respondents in acquiring information about ADHD (33%). 
Table 2 
Source of Teacher ADHD Knowledge 
Knowledge Source 
College credit 
Workshop 
In-service 
Books 
Journals 
Handouts 
Television programs 
Internet 
No response 
n 
28 
32 
42 
25 
35 
35 
19 
25 
3 
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Percentage 
48.3 
55.2 
72.4 
43.1 
60.3 
60.3 
32.8 
43.1 
5.2 
Note. Numbers do not add up to 100% because teachers could check more than one category. 
KADDS Assessment of ADHD Knowledge 
Descriptive statistics for the total KADDS score as well as for each subscale 
were calculated. These scores were found by dividing the number of correct items by the 
total number of items and converting to a percentage per Sciutto, Terjesen, and Frank 
(2000). Higher KADDS scores indicate more ADHD knowledge. Total scores on the 
KADDS ranged from 26% to 85% (M = 58.4%, SD = 14.7). For the subscales, teachers 
scored the highest on the Symptoms/Diagnosis subscale (M = 72%, SD = 16.5) and 
ranged from 44% to 100%. They also reported high rates of knowledge on the Treatment 
subscale (M = 61.1 %, SD=18.2), with scores ranging from 16.7% to 100%. Teachers 
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scored the lowest on the General subscale (M = 53.3%, SD=16.6) which ranged from 
13.3% to 86.7%. 
Cronbach's alpha was computed to assess whether the four measures ofthe 
KADDS formed an internally consistent scale. The alpha for the KADDS total score and 
three component subscales was .88, which indicates that the items form a scale that has 
good internal consistency. Each ofthe KADDS subscales (General Information, 
Symptoms/Diagnosis, and Treatment) had moderate levels of internal consistency. These 
results are shown in Table 3. Each of the KADDS subscales correlated to a high degree 
with the KADDS total score (range r = .66 to r = .91), and there was a moderate degree 
of inter correlation among the three KADDS subscales (range r = 040 to r = .69). 
Table 3 
Teacher Scores on the Knowledge of Attention Deficit Disorders Scale (KADDS) 
Scale Items M (% correct) SD Alpha 
Total 39 58040 14.76 .88 
General information 15 53.33 16.66 .63 
Symptoms/Diagnosis 9 72.03 16.55 047 
Treatment 12 61.06 18.16 .61 
Note. Numbers do not add up to the Total Scale because three items are not included in the subscales. 
A repeated-measures analysis of variance, with Huynh-Feldt correction, indicated 
a significant difference among teacher scores on the three KADDS subscales (F [1.83, 
104.1]] = 36.31 ,p <.001). Examination of these means suggests that teachers' scores 
decreased, then increased. Post hoc analysis using a paired sample t test revealed that 
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teacher scores on the Symptoms/Diagnosis subscale were significantly higher than the 
other subscales, and their scores on the Treatment subscale were higher than the General 
Information subscale. 
The six KADDS items with the highest percentage of correct responses are listed 
in Table 4. Respondents answered correctly most often to questions in the 
Symptoms/Diagnosis subscale, followed by the Treatment subscale. 
Table 4 
Most Common Correct Responses on the Knowledge of Attention Deficit Disorders Scale 
(KADDS) 
Question 
Number 
26 
13 
3 
9 
10 
15 
Question Subscalea 
ADHD children often have difficulties organizing S 
tasks and activities. 
It is possible for an adult to be diagnosed with ADHD. G 
ADHD children are frequently distracted by S 
extraneous stimuli. 
ADHD children often fidget or squirm in their seats. S 
Parent and teacher training in managing an ADHD T 
child are generally effective when combined with 
medication treatment. 
Side effects of stimulant drugs used for treatment of T 
ADHD may include mild insomnia and appetite reduction. 
aG=General Information, S=Symptoms/Diagnosis, T=Treatment. 
% 
96.6 
96.6 
94.8 
94.8 
93.1 
93.1 
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A repeated-measures analysis of variance was completed on the incorrect 
responses as a measure of common misperceptions about ADHD. The results indicated a 
significant difference among teachers' incorrect scores on the three subscales ofthe 
KADDS (F [2, 56J = 16.97,p <.001). An examination ofthese means suggests that 
teacher scores decreased from General Infonnation to Treatment. Table 5 lists the means 
and standard deviations for the error responses for the three subscales. Post hoc analysis 
using a paired sample t test revealed that teacher errors on the General Infonnation 
subscale were significantly more frequent than their errors on the Symptoms/Diagnosis 
and Treatment subscales. There was not a significant difference between teachers' scores 
on the Symptoms/Diagnosis subscale as compared to the Treatment subscales. 
Table 5 
Teacher Incorrect Scores (Errors) on the Knowledge 0.1 Attention Deficit Disorders 
Scale (KADDS) 
Scale 
General Infonnation 
Symptoms/Diagnosis 
Treatment 
M (% incorrect) 
16.32 
8.81 
8.76 
SD 
9.44 
9.01 
9.16 
The five KADDS items with the highest percentage of incorrect responses are 
listed in Table 6. Respondents answered incorrectly most often to questions on the 
General Infonnation subscale. Incorrect responses on the Symptoms/Diagnosis and the 
Treatment subscales were comparable across scales. 
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Table 6 
Most Common Incorrect Re()ponses on the Knowledge of Attention Deficit Disorders 
Scale (KADDS) 
Question 
Number 
27 
5 
34 
39 
1 
Question 
ADHD children generally experience more problems 
in novel situations than in familiar situations. 
In order to be diagnosed with ADHD, the child's 
symptoms must have been present before age 7. 
Behavioral/Psychological interventions for children 
with ADHD focus primarily on the child's problems 
with inattention. 
Children with ADHD generally display an inflexible 
adherence to specific routines or rituals 
Most estimates suggest that ADHD occurs in 
approximately 15% of school age children. 
"G=General Information, S=Symptoms/Diagnosis, T=Treatment, N=Not Classified. 
Subscalea % 
G 60.3 
S 50.0 
T 29.3 
N 29.3 
G 27.6 
A repeated-measures analysis of variance, with Huynh-Feldt correction, was 
completed on the "don't know" responses as a measure indicating lack of information 
about ADHD. The results indicated a significant difference among teacher "don't know" 
scores on the three KADDS subscales (F[1.75, 99.59] = 22.29,p < .001). The means and 
standard deviations for the three "don't know" subscale scores are listed in Table 7. Post 
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hoc analyses of a paired sample t test revealed that teacher scores on the 
Symptoms/Diagnosis subscale were significantly less frequent than their scores on the 
Treatment and General Information subscales. The mean percentage of teachers' "don't 
know" responses on the Treatment and General Information subscales did not differ. 
Table 7 
Teacher "Don't Know" Scores on the Knowledge of Attention Deficit Disorders Scale 
(KADDS) 
Scale 
General Information 
Symptoms/Diagnosis 
Treatment 
M (% incorrect) 
31.15 
18.58 
30.17 
SD 
19.40 
17.34 
21.62 
The five KADDS items with the highest percentage of "don't know" responses 
are listed in Table 8. Respondents answered "don't know" most often to questions in the 
General Information and Treatment subscales. 
Correlational Data 
It was predicted that the higher the KADDS knowledge score, the higher the 
acceptance of ADHD interventions. The results failed to support the first hypothesis, 
showing no relationship between amount of knowledge of ADHD and acceptance of 
three specific interventions. The two-tailed Pearson rank correlation coefficient or 
Spearman correlations were computed to investigate the relationships between teacher 
knowledge of ADHD, acceptability ratings for the three different intervention plans for 
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ADHD, and teacher characteristics including age, gender, highest degree, ADHD 
training, and years of teaching experience. Table 9 shows the significant relationships 
between these variables. Gender was not significantly correlated with any ofthe variables 
and was subsequently excluded in the final multivariate analyses. 
Table 8 
Most Common "Don't Know" Responses on the KADDS 
Question 
Number 
37 
35 
4 
1 
6 
Question 
Research has shown that prolonged use of stimulant 
medications leads to increased addiction 
(i.e., drug, alcohol) in adulthood. 
Electroconvulsive Therapy (i.e., shock treatment) has 
been found to be an effective treatment for severe 
cases of ADHD. 
ADHD children are typically more compliant with 
their fathers than with their mothers. 
Most estimates suggest that ADHD occurs in 
approximately 15% of school age children. 
ADHD is more common in the first degree biological 
relatives (i.e., mother, father) of children with ADHD 
than in the general population. 
"G=General Information, S=Symptoms/Diagnosis, T=Treatment, N=Not Classified. 
Subscalea % 
N 69.0 
T 65.5 
G 62.1 
G 62.1 
G 60.3 
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There was no significant correlation between knowledge of ADHD and 
acceptance of intervention plans (r = .15, n = 58,p > .05). There were also no significant 
correlations between knowledge scores and intervention plans. The correlations between 
KADDS knowledge and daily report (r = .01, n = 58,p > .05), medication monitoring 
(r = .09, n = 58,p > .05); and self-monitoring (r = .19,11 = 58,p >.05) interventions were 
not significant. 
Table 9 shows that teachers' acquisition of information and training about ADHD 
from workshops correlated with their incorrect scores on the KADDS, specifically with 
the General and Symptoms/Diagnosis subscales. In addition, those teachers acquiring 
knowledge about ADHD from television programs correlated with incorrect scores on the 
Treatment subscale of the KADDS. Teachers attending workshops correlated with 
teachers watching television programs about ADHD and their total training. Teachers' 
number of years of teaching experience correlated with their incorrect responses in the 
General subscale of the KADDS and their attendance at workshops. Workshops also 
correlated with the teacher total KADDS knowledge. 
The common misperceptions about ADHD noted by the incorrect scores on the 
KADDS showed correlations with the subscale scores. Incorrect responses on the 
Treatment subscale correlated with incorrect responses on the General and more 
significantly on the Symptoms/Diagnosis subscales. Teachers' total KADDS scores and 
training total also correlated with incorrect responses on the Treatment subscale. 
Apparently, teachers who had misperceptions about ADHD in one area also had 
misperceptions in the other areas. In particular, misperceptions concerning treatment for 
ADHD were related to an overall knowledge score about ADHD and training. 
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The training total hours received by the teachers in ADHD correlated with the 
Total KADDS score, in addition to the subscale scores on the Treatment and General 
Information categories. Teachers receiving more training in ADHD scored higher on the 
Total knowledge part of the KADDS, as well as on the Treatment and General 
Information subscales. 
Table 9 
Significant Correlations for Teacher Characteristics 
TV Work- Training General Diagnosis Treatment 
Programs shops Total Incorrect Incorrect Incorrect 
TV programs .34* .33* 
Workshops .27* .69* .32* .27* 
Years ofteaching .39** .30* 
General incorrect .27* 
Diagnosis incorrect .33* .35** 
Treatment incorrect .32* 
TotalKADDS .32* .32* .33* 
Treatment Subscale .28* 
General Subscale .37* 
*p < .05. **p < .01. 
Teachers' Acceptance of Treatments 
The second hypothesis predicted that teachers would show a preference for 
ADHD interventions. It was predicted that the daily reports and medication would be 
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viewed as more acceptable in treating ADHD than the self-management procedures, 
which require more teacher effort. For the third hypothesis, it was predicted that teachers 
rating the ADHD plus ODD student vignette would score all three treatments as more 
acceptable than the teachers rating the ADHD student vignette without comorbidity. It 
was hypothesized that teachers would accept a variety of treatments for a student with 
more severe behavioral problems, even a more time-consuming choice in the self-
management. 
A repeated measures analysis of covariance (MANCOV A) was conducted to 
assess whether there were differences among teacher acceptance of the three presented 
treatments (daily reports, medication, self-management) and if this was moderated by 
vignette differences. The teacher total KADDS knowledge score was used as a covariate 
to adjust for knowledge differences. 
The means and standard deviations for treatment by vignette groups are presented 
in Table 10. Results indicated that there was no significant main effect for treatment 
conditions (Huynh-Feldt corrected F [1.72,94.54] = .80,p = .43, 112 = .014) or vignette 
(Huynh-Feldt corrected F[I.72, 94.54] = .80,p = .43,112 = .014). These results failed to 
support the second hypothesis that there would be a main effect for treatment. There was 
no preference in choosing daily reports and medication over self-management 
procedures. The third hypothesis was not suppOlied, as the main effect was not 
significant. 
Although an interaction between treatment and vignette was not hypothesized, 
significance results would require further examination. The interaction of knowledge and 
treatment was not significant (F [1.72,94.54] = .59,p = .53, 112 = .011). However, the 
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interaction between treatment and vignette was significant with Huynh-Feldt correction 
(F[1.72, 94.54J = 4.42,p .020, '112 .074). The results indicated that treatments were 
rated differently according to the vignette, accounting for 7.4% of ASP-15 variance. 
Table 10 
Means, Standard Deviations, and Total Nfor Treatment as a Function of Vignette 
Standard 
Treatment Vignette Mean Deviation n 
Daily Report 
ADHD 59.94 14.50 34 
ADHD+ODD 65.42 15.42 24 
Total 62.21 15.01 58 
Medication 
Monitoring 
ADHD 53.18 17.07 34 
ADHD+ODD 56.33 15.91 24 
Total 54.48 16.53 58 
Self-Management 
ADHD 69.06 13.59 34 
ADHD+ODD 60.04 19.94 24 
Total 65.33 16.55 58 
Bonferroni post hoc tests revealed that teachers from the ADHD-only vignette 
rated daily reports as being preferred over medication monitoring (p = .047). The self-
management treatment was preferred over daily reports (p = .001) and medication 
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monitoring (p < .001). The teachers prefelTed self-management, then daily reports, and 
finally medication management for possible treatment options for a student with ADHD. 
The teachers from the ADHD+ODD vignette group showed no significant differences for 
treatment preference. The teachers in this group equally preferred daily reports, 
medication management, and self-management; however, self-management is preferred 
as a better choice for a student with ADHD than for the ADHD plus ODD student (p = 
.049). 
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Chapter 5 
Discussion 
Introduction 
Previous studies have noted the effectiveness of psychosocial, behavioral, and 
medication interventions in enhancing the functioning of ADHD students. Operant 
conditioning and social learning theory have shown the most success as the basis of 
behavioral-psychosocial interventions, and token reinforcement systems, response cost, 
and self-management strategies appear to be most effective (Barkley, 2004; DuPaul & 
Eckert, 1997; Pelham, et aI., 1998). Behavioral and academic interventions in the 
classroom have been shown to be effective in improving academic and behavioral 
performance for children with ADHD (Barkley, 2004; DuPaul & Eckert, 1997; Pelham, 
et aI., 1998). Consequently, general education classroom teachers will be asked to 
implement these proposed treatment pro grams, and efforts to improve acceptance are 
necessary to ensure interventions are implemented with integrity. 
Although teachers seem to understand the types of interventions recommended in 
the school settings (Carney & Gerken, 2007), research has shown that other important 
factors, such as treatment integrity and acceptability, determine whether these treatments 
are actually delivered to the students in adherence to the stated program (Hall & Kataria, 
1992; Kazdin, 1981; Von Brock & Elliott, 1987). Specifically for an ADHD population, 
teacher experience and knowledge of ADHD, treatment knowledge, and teacher 
acceptability have been found to be important factors in establishing effective 
intervention programs (Eckert & Hintze, 2000; Elliott, 1988; Power et aI., 1995; Rush, 
2005). Previous research has found that teachers significantly endorsed both medication 
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and academiclbehavioral interventions as the most effective treatments for students with 
ADHD (Glass & Wegar, 2000; Jerome et aI., 1994). 
The purpose ofthis study was to examine the relationships between teacher 
knowledge of ADHD, their knowledge of common ADHD treatments, and their ratings 
of treatment acceptability. In addition, the effects of symptom severity were 
systematically studied by comparing teachers who were provided with the ADHD-only 
vignette with those provided with the comorbid ADHD+ODD vignette in order to 
examine the effects of symptom severity on teacher ratings oftreatment acceptability. 
There were three research questions exploring a middle school teacher population. The 
first question examined the relationship between teacher knowledge of ADHD (general 
knowledge, symptoms/diagnosis, and treatment) with greater ratings and acceptance for 
ADHD interventions. The second research question explored the teacher ratings and 
acceptance of one treatment over another; specifically, it was predicted that daily reports 
and medication would be chosen over self-management. The last research question 
investigated the teachers' ratings of all three treatments in relation to the vignettes. It was 
predicted that teachers rating the ADHD plus ODD student vignette would score all three 
treatments as more acceptable than the teachers rating the ADHD student vignette 
without comorbidity. 
Teacher Knowledge of ADHD 
There is an immense need for classroom-based interventions, since children with 
ADHD experience some oftheir greatest difficulties in school settings and a majority are 
served in general education. Treatment knowledge has been identified as one of several 
key variables influencing the acceptability oftreatments (Eckert & Hintze, 2000). It 
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becomes impOliant to consider the knowledge level of teachers regarding ADHD when 
considering an intervention. Previous research indicates that teachers' performance on 
knowledge tests concerning ADHD range from a low of 47% to a high of 81 % correct 
(Belde, 2004; Jerome et aI., 1994; Kos, Richdale, & Jackson, 2004; Piccolo-Torsky & 
Waishwell, 1998; Power et aI., 1995; Sciutto et aI., 2000; West, Taylor, Houghton, & 
Hudyma, 2005). This research suggests teachers tend to know more about the 
characteristics or symptoms of ADHD than they know about its treatment. 
The present study results were consistent with the ADHD teacher knowledge 
literature. On the KADDS, the teacher mean percentage score for correct responses was 
58.4, with the subscale assessing symptoms/diagnosis as their highest score. The 
teachers' highest correct item responses were most often in the symptoms/diagnosis 
category. The most frequent correct responses pertained to children with ADHD having 
difficulties organizing tasks and activities and the possibility that an adult can be 
diagnosed with ADHD. Similar charactedstics of ADHD, such as fidgeting and 
distraction by extraneous stimuli, were also correctly identified. 
F or treatment, a large percentage of the group reco gnized the importance of a 
combination of medication with parent and teacher training as effective for managing 
children with ADHD and also the side effects of stimulant medication were well known. 
These results are consistent with the West et aI. (2005) study where teachers endorsed 
behavior management with medication as effective treatment options. It appears that 
there are some differences in the knowledge base from elementary to secondary teachers, 
as the West et aI. (2005) study examined the elementary and secondary population. 
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The highest percentage of incorrect responses was found most often in the general 
information area. Fewer misperceptions were noted in the symptoms/diagnosis and 
treatment areas. Misperceptions dealt with ADHD children experiencing more problems 
in novel situations and that the symptoms had to be present before age 7. The results are 
relatively consistent with the Sciutto et al. (2000) study, where elementary teachers 
significantly endorsed fewer misperceptions on the symptoms subscale of the KADDS 
than they did on both the general and treatment subscales. The most common 
misperceptions concerned behavioral treatment, focusing primarily on attention problems 
rather than noncompliance, followed by children experiencing more problems in novel 
situations, and reducing dietary intake of sugar or food additives as an effective 
treatment. The present study had a lower percentage of teachers believing that diet was an 
effective treatment for ADHD relative to teachers in the Sciutto et al. study, suggesting 
improvement in knowledge regarding this common misperception in the general 
population. 
An examination of the "don't know" responses as a measure of poor teacher 
knowledge about ADHD indicated that the poorest knowledge was in the area of general 
information and treatment. The lowest scores were noted in the symptoms/diagnosis area, 
suggesting that teachers have acquired information and training in the characteristics of 
ADHD in contrast to the treatment and general inforn1ation about the nature, causes, and 
outcome of ADHD. The most common "don't know" responses were in the Treatment 
and General Information subscales indicating approximately 65% were related to 
addressing treatment outcomes for prolonged medication usage leading to addiction, the 
use of electroconvulsive therapy as an effective treatment, family history of ADHD and 
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prevalence of ADHD in school-age children, and compliance more common with the 
father than mother. The results are consistent with the Sciutto et al. (2000) and West et al. 
(2005) studies. 
Coefficient alphas for the KADDS total score and the three component subscales 
were relatively high, and subscales correlated to a high degree with the KADDS total 
score, but to a moderate degree among the three subscales. The alpha obtained was 
similar to the Sciutto et al. (2000) study, but the intercorrelations among the three 
subscales were lower. This may be a result of the smaller sample of respondents 
combined with the small number of items in each subscale (9 for symptoms/diagnosis, 12 
for treatment, and 15 for general information). The percentage of correct responses for 
the Symptoms/Diagnosis, Treatment, and General Information subscales were all higher 
than the Sciutto et al. (2000) study. The reason for higher scores in this study may be that 
it was a volunteer sample, where teachers who were interested in ADHD and pursued 
more knowledge about this disorder were more inclined to complete and return the 
packet. This may also be due, in part, to grade level differences, as adolescents with 
ADHD tend to experience restlessness rather than gross hyperactivity and poorer 
organizational skills, with improved attention and impulse control compared to those 
evaluated in the primary grades (Barkley, 2006; DuPaul & Stoner, 2003). 
Consequently, it appears that teachers are more knowledgeable in regards to the 
symptoms and diagnosis of ADHD because they may have taught students who had 
ADHD in their classrooms. They may have observed the characteristic behaviors that are 
hallmarks of ADHD, such as distractibility, difficulty with organization, and fidgeting. 
Teachers are also frequently asked to complete behavior checklists or rating scales by 
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physicians, psychiatrists, and psychologists as part of the diagnostic process and also for 
the monitoring oftreatment effectiveness for ADHD students. Misperceptions and lack of 
knowledge about ADHD are still evident with a middle school population ofteachers 
according to this study, although total knowledge scores appear to be higher than those 
obtained in the Sciutto et al. (2000) study. 
Education and Training in ADHD 
Teachers in this study reported their education and training experiences in the area 
of ADHD came from college credit, workshop, in-service, books, journals, handouts, 
television programs, and Internet sources. The majority of teachers reported having in-
service training and reading journal articleslhandouts as important sources of 
information, with television programs last. College credit was identitled by 48% of the 
teachers as being a source of education and training; however, this could have included 
either undergraduate or graduate credits. It appears that the teachers in this sample had 
received little training as part of their fonnal program of study and received most of their 
knowledge from in-service training and reading journal articleslhandouts on their own. 
This suggests fonnal training in ADHD is needed by teachers, especially considering that 
many ofthese children will be served in the general education setting. 
The results were similar to previous studies examining the amount of training that 
teachers had received about ADHD (Bussing et aI., 2002; Jerome et aI., 1994; Piccolo-
Torsky & Waishwell, 1998). These studies suggest teachers receive very little to no 
training in college, with some oftheir training acquired tluough self-study. For instance, 
Snider, Busch, and Arrowhead (2003) found 80% of teacher knowledge regarding ADHD 
came from in-service training, consultation with professionals and parents of ADHD 
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students, reading journal articles, information from media, and professional 
organizations. The Bussing et a1. (2002) study reported that 65% of teachers had received 
brief in-service training, with most teachers having read at least one article and/or a book. 
When combined with the current study results, these findings suggest there is insufficient 
formal training within the educational curriculum for teachers and that teachers are 
seeking additional training predominantly through in-service and independent readings. 
Teachers are also seeking information from the media according to the study 
results, but at much lower levels than other sources. The Snider et a1. (2003) study found 
similar results, with 45% ofteachers acquiring information from the media. As 
demonstrated in the present study, teachers obtaining knowledge from television 
programs are more likely to have misperceptions concerning interventions for students 
with ADHD. Years ofteaching experience were associated with attendance at workshops, 
but also with inaccurate knowledge concerning associated features of ADHD. Teachers 
attending workshops are also watching television programs on ADHD, so misperceptions 
must be addressed during formal training activities. Knowledge of ADHD as assessed by 
the KADDS is associated with attendance at workshops, and care must be taken to ensure 
the accuracy of content presented during these training sessions. 
The Total KADDS score was associated with the total training accrued by 
teachers, suggesting that the more training teachers receive, the higher their knowledge 
base for ADHD. This result is supported by several studies that assessed elementary and 
some secondary teachers' performance on various tests measuring a range of features of 
ADHD (Jerome et a1., 1994; Piccolo-Torsky & Waishwell, 1998; Sciutto et a1., 2000; 
Vereb & DiPerna, 2004). The present study also found that teachers with more training 
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scored higher on the Treatment subscale as well as the General Information subscale of 
the KADDS. School-based interventions and associated features of ADHD are specific 
domains that seem to increase the teacher knowledge base with additional training 
experiences. 
No relationship was found between years of teaching experience and ADHD 
knowledge in the current study. The results are consistent with the Jerome et a1. (1994) 
findings that years of teaching experience was not correlated to ADHD knowledge, and 
similar results were reported in the Kos et a1. (2004) study of primary school Australian 
teachers. The findings are not consistent with the Sciutto et a1. (2000) study, where 
American teachers received higher knowledge scores with greater years of teaching 
experience than teachers with less experience teaching. In addition, the present study was 
not suppOltive of the Jerome et a1. findings, with Canadian teacher experiencc bcing 
significantly related to ovcrall ADHD knowledge. Cultural factors or differences in 
training experiences may bc the reason for this discrepancy, or this could be related to thc 
small sample size in the current study. 
These findings suggest it is important to educate teachers about this ADHD 
population. These children are at high risk as adolescents for developing secondary 
problems associated with academic delays and dropouts, and antisocial activity (Fischer 
et aI., 1993), so education and training can possibly prevent the development of comorbid 
conditions. According to the present study, teacher attempts to educate themselves 
through the media may have reinforced inaccurate beliefs. Workshop training may also 
not be comprehensive or becomes suspect for the quality ofthe presentation. It would 
appear that the most salient method of teacher preparation should include courses in the 
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teaching and classroom management of the ADHD student. This training should also 
include the changing nature of ADHD as it progresses from the primary grades to 
adolescence and adulthood. In addition, the need to improve in-service training for 
teachers becomes paramount, as more than 50% of teachers will seek information about 
ADHD from this source. 
Acceptability a/Treatments/or ADHD 
Education and training of teachers in effective interventions for students with 
ADHD is an important factor to consider when implementing treatment plans for this 
population. Another important variable to consider is teacher acceptance of the particular 
treatment. Previous studies have noted teachers' preference for positive interventions, 
such as a daily report card, as opposed to interventions that include punishment, such as 
response cost. This study examined intervention acceptability for an ADHD population 
based on previous work on the topic (e.g., Power et aI., 1995). In addition to the type of 
treatment suggested, the time required to implement the intervention (Eckert & Hintze, 
2000) and problem severity have been found to affect ratings of acceptability (Martens et 
aI., 1985; Reimers et aI., 1992) in studies involving children with behavior disorders. 
In more recent studies (e.g., Bussing et aI., 2002) investigating elementary teacher 
sources of ADHD information and confidence in working with these students, the authors 
found significant barriers to effective instruction of students with this disorder. They 
found that the class size and time requirements of special interventions were rated as the 
greatest hindrance, followed by the severity of the child's problem and lack of training. In 
another study (Gureasko-Moore, DuPaul, & White, 2007) researching middle school 
students with ADHD, researchers' self-management procedures helped foster classroom 
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preparation and homework completion. This was utilized as an alternative to the time 
requirements involved in contingency-based interventions. The authors also assessed the 
self-management intervention to be aeeeptable and effective in improving the students' 
organizational skills as rated by the students, teachers, and parents. 
The current study demonstrated that treatments were rated differently according to , 
the severity of the student's symptoms with ADHD. The teachers preferred self-
management over daily reports, with medieation management as a last choice when 
choosing interventions for a student labeled ADHD-CT. However, the teachers who had 
the severe case vignette with the description of an ADHD student with comorbid ODD 
showed no preference for using daily reports, medication management, or self-
management. Teachers accepted all three choices for the student with the ADHD and 
comorbidity, but preferred self-management as a choice for the student with ADHD-CT. 
These results are consistent with previous research demonstrating that the more severe a 
problem is, teachers are more likely to accept any treatment as viable (Martens et al., 
1985; Reimers et al., 1992). Apparently, teachers make their choice about a treatment 
taking the individual student into aceount. In this case, teachers may view the ADHD 
student with the comorbid ODD as needing more extrinsic or environmentally mediated 
strategies or greater treatment intensity. In eontrast, children with ADHD but no 
comorbid condition may be viewed as being more capable of self-control and 
management. 
The preferenee for the daily report and self-management interventions over 
medication in this study was eonsistent with the Power et al. (1995) study of elementary 
and middle school teaehers. Both groups viewed the daily report intervention as more 
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acceptable than medication for a student with ADHD. It would appear that middle school 
teachers may be more accepting of positive behavioral approaches to medication as an 
intervention for a student with ADHD, even when a valid ADHD diagnosis is reported. 
Teachers may be more accepting of implementing a behavior management plan 
because of their direct experiences in the classroom working with students with ADHD. 
These students have difficulties with organization and preparation skills for class, as they 
may arrive unprepared for class without the necessary classroom materials (such as 
books, paper, and pencils), incomplete homework, missing assignments, or may not even 
write down their assignments or take notes. This hypothesis would be consistent with the 
highest correct response on the KADDS item assessing organizational skills in children 
with ADHD. Teachers may view their middle school students as more inattentive and 
disorganized instead of exhibiting the more disruptive behavior problems found in 
elementary populations. In addition, teachers may have noted a trend in parents of middle 
school students with ADHD choosing not to medicate their child because of reported 
fewer symptoms than those who have elementary-age children with the disorder. 
The acceptance of self-management for the student with ADHD without comorbid 
diagnoses as a possible intervention is consistent with previous studies (Gureasko-Moore 
et aL, 2007) utilizing self-management to enhance organizational skills in middle school 
students with ADHD when no comorbid behavioral and emotional disorders are repOlied. 
It appears that middle school teachers are accepting self-management as a viable 
intervention, although teacher input would be required for more initial support of students 
in this type of treatment program. 
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The level of knowledge and training ofthe teachers in this study had little effect 
on their acceptability of an intervention. The results are consistent with the Power et aI. 
(1995) study, where the level of ADHD knowledge was not correlated with treatment 
acceptability ratings, which was noted as an unexpected result of their study. Vereb and 
DiPerna (2004) also found no correlation between elementary teacher knowledge of 
ADHD and their treatment acceptability ratings of behavior management interventions, 
but found a positive correlation between ADHD knowledge and acceptability of 
medication treatment. In contrast, the Elliott (1988) study found positive correlations 
between teacher knowledge of behavioral principles and their treatment acceptability, 
suggesting a link between more specific knowledge of behavioral principles and higher 
acceptance ratings for behavioral treatments. It should be noted that this sample of 
teachers was small (n = 58), which may have lowered the statistical power in this study. 
The findings of this study suggest that further research is needed in this area to 
determine whether knowledge is, in fact, an important variable to consider when 
developing an intervention for students with ADHD. An increase in knowledge does not 
appear to be translating into an increased willingness for teachers to modify and 
accommodate children with ADHD in the general education classroom. Current studies 
propose that other variables may have a greater impact upon treatment acceptability than 
a strong background of knowledge. Knowledge ofthe actual treatment or of behavioral 
principles may impact upon acceptance with the assumption that the treatment must be 
fully understood before acceptability can be assessed (Reimers, Wacker, & Koeppl, 
1987). Providing teachers with performance feedback regarding treatment and 
information sharing prior to execution of the strategy (Noell et aI., 1997) and teacher 
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characteristics that are relevant in the interactions between teachers and students with 
ADHD (Robin, 1998) are other possible variables that may provide a stronger association 
to treatment acceptance. 
Limitations of the Study 
There are several limitations in this study worth consideration. One 
methodological limitation has to do with the use of analogue research for this study. 
Vignettes are designed to represent credible descriptions of ADHD students and 
classroom interventions that would occur in the naturalistic setting. There is evidence to 
support the relationship between consumer ratings in analogue conditions and their actual 
beliefs about interventions before treatment (Reimers et a1., 1992). However, the external 
validity for this study may be limited in generalizability to actual classroom settings 
involving interventions with ADHD children. Perhaps using videotaped vignettes of 
actual children with ADHD may have altered study results with higher treatment 
acceptance scores, as the videotape may demonstrate a more accurate and vivid 
representation of a child with ADHD, as a real-case example would do. 
The generalizability of the results may be limited to middle school teachers 
working in suburban, middle- to upper-middle-class communities. In addition, a selection 
bias could occur in that the teachers were selected on the basis of this investigator 
working in the district and in one of the particular buildings, as this was a sample of 
convenience. This could also limit the generalizability and influence the participant 
responses to perform in a favorable light. In an attempt to control for this effect, 
disclaimers were mentioned and acknowledgement that responses would be anonymous. 
In addition, the encouragement of sincere and honest responding was expressed to fmiher 
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minimize these effects, but without identification, respondents may have been biased or 
displayed a response set, and these possibilities could not be evaluated in the current 
study. 
The number of participants in this study was relatively small (n 58), due to the 
low response rate. This poor response rate likely limits the generalizability of findings. 
This may have lowered the statistical power and the extent to which differences were 
detected between groups when differences exist within the population. Thus, replication 
of this study using different samples is needed to ensure the stability of the results. An 
additional selection bias could have occurred in that the sample was on a volunteer basis. 
This presents the possibility that those who volunteered to participate in this study may 
differ in important ways from those who did not, thereby restricting the generalizability 
of results. The participants in this study were offered an incentive to participate and had 
just completed a mandated survey prior to receiving the present survey to complete. 
Consequently, this may have resulted in a very select group of participants. They may 
represent the most knowledgeable teachers or at least those that are most interested in 
working with students with ADHD. Completing the survey as part of a staff meeting or as 
credit fbr continuing education followed by education in ADHD may be a better way to 
avoid selection bias and obtain a more representative sampling of the popUlation of 
interest. 
Measurement issues or treatment descriptions may havc limited results. The 
ADHD knowledge scale (KADDS) by Sciutto et a1. (2000) used to assess teacher general 
information level, lmowledge of symptoms/diagnosis, and treatment of ADHD may not 
demonstrate adequate internal consistency necessary to test hypotheses. The somewhat 
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low internal consistency of the Symptoms/Diagnosis subscale make it difficult to draw 
conclusive results regarding the relationship between this scale and the other variables 
included in this study. Inadequate measurement may have reduced power and resulted in 
subsequent threats to construct validity. The actual questions of the KADDS may also not 
be a stable estimate of the construct of interest: ADHD knowledge. Finally, the results of 
the present study may be limited to the particular interventions used, namely daily 
reports, medication monitoring, and self-management. General statements may not be 
applicable concerning a variety of interventions, and further detail may have provided a 
clearer picture of what would be expected in each intervention. For instance, medication 
monitoring may not be perceived by teachers as being something they are qualified to do, 
and as a result, they were less likely to choose this treatment as acceptable. 
Future Directions 
Future research should seek to gather data from a more diverse sample of 
teachers. The sample should continue to expand the research to secondary school teachers 
and include urban, suburban, and rural populations in multiple sites. Future work should 
also explore teacher acceptance of treatment programs regarding ADHD-IT and other 
comorbid conditions such as learning disabilities and internalizing disorders. The present 
study only examined treatment acceptability for children with ADHD-CT and ADHD-CT 
with comorbid ODD. Additional research should expand the population of interest for 
intervention preferences for a more academically disabled comorbid group, such as a 
student with learning disabilities and ADHD. Approximately 8% to 39% of children with 
ADHD are likely to be diagnosed with a reading disability, 12% to 27% are likely to have 
spelling deficits, and 12% to 30% experience math disability (Barkley, 2006). 
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Consequently, this comorbid group may be more at risk for higher dropout rates and poor 
employment outcomes. 
Teacher training in ADHD at the undergraduate and/or graduate level may also be 
an area for future research in evaluating the quality and comprehensiveness of existing 
training in ADHD. This exploration could examine college curricula and in-service 
workshops for practicing teachers. Strengthening training at multiple levels should help 
to eliminate misinformation or myths about ADHD and increase teacher knowledge in 
areas of intervention and causes of ADHD (Bekle, 2004). 
Future research needs to explore other avenues to enable teachers to acquire 
accurate infOlmation about ADHD and the management of these students in the 
classroom. With the lack of appropriate undergraduate training, teachers may rely upon 
information from the media, where the risk for misinterpretation would be high. Another 
important source of information for teachers could be through ongoing consultation or 
support in collaboration with a school psychologist, who could also foster treatment 
integrity. Problem-solving consultation in which the consultant is viewed as the facilitator 
may result in less opposition of teachers to individual or classroom-based interventions as 
a consequence of their lack of knowledge or belief in the interventions (Carney & 
Gerken, 2007; Kratochwill, Elliott, & Callan-Stoiber, 2002). 
Conclusion 
The purpose of the study was to explore the relationships between middle school 
teacher knowledge of ADHD, their knowledge of common interventions for ADHD, and 
their perception of treatment acceptability. The study also investigated teacher 
characteristics and their relationship to teacher knowledge of ADHD and their ratings of 
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acceptability of interventions. Results indicated that teachers have a limited knowledge of 
ADHD. They have better knowledge about symptoms and diagnosis then they do about 
general information and treatment. There are still misconceptions and lack of knowledge 
about ADHD, in particular, concerning the causes and effective interventions. Most 
teacher characteristics were unrelated to teachers' knowledge of ADHD and their ratings 
of acceptability of interventions. However, teacher training was significantly related to 
higher knowledge scores. 
Teachers preferred behavioral interventions over medication monitoring for 
interventions for an ADHD student without comorbid conditions. However, in more 
severe cases when comorbid externalizing problems were present, all interventions were 
considered to be equally important, so ratings of acceptability were comparable across 
treatments. These teachers would accept all three choices of daily report, medication 
monitoring, and self-management for a student with ADHD-CT with comorbid ODD, but 
preferred self-management for a student with ADHD-CT. This suggests that combined 
treatment strategies and external environmental controls are seen as important when the 
case is severe, but children with ADHD-CT only may be better able to control their 
ADHD symptoms without significant external control. This may also be due to the type 
of symptoms displayed by children with ADHD at the middle school level, which tend to 
be less severe or at least less overt than those displayed at the elementary level. 
This study adds to the current research that knowledge level may not be a critical 
variable for teachers to consider in accepting a particular treatment plan, and that teachers 
prefer self-management as an intervention for the less severe ADHD in middle school. In 
addition, teachers are still not receiving sufficient training in their formal education about 
Teacher Acceptance 65 
teaching the ADHD student. Consequently, they are seeking information from media 
sources, which in this study was correlated with misinformation about ADHD. Teachers 
need to be better trained in order to understand and provide effective classroom strategies 
to help improve the leaming and behavioral functioning of students with ADHD. 
Teachers' acceptability of ADHD interventions requires examination of multiple 
variables, and further examination is needed in the middle and secondary school levels. 
With further education and training, teachers may provide children with ADHD better 
academic and behavioral interventions and help them experience better outcomes as a 
result. 
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Appendix A 
Survey Packet 
------.. ----~.--.. -~--.---.. ------------
PHILADELPHIA· COLLEGE· OF . OSTEOPATHIC· MEDICINE 
DEPARTMENT OF PSYCHOLOGY 
215-871-6442 
215-871-6458 FAX 
psyd@pcom.cdu ~-M"IL 
Teacher: 
I am a school psychology Doctoral Candidate at Philadelphia College of Osteopathic 
Medioine. As part of my dissertation, I am conducting research on teachers' knowledge 
of Atlention-DeficitIHypetactivity Disorder (ADHD) and acceptability of various 
interventions. Minimal attention has been given to the difficulties and needs of middle 
school-age children with ADHD, which can affect academic, social, and behavioml 
functioning. School teachers can provide valuable information to advance our 
understanding in this area, as most of the children with ADHD spend the llU\iodty of their 
schoot time in the general education classroom. The information I obtain can help us 
better serve this group of children; and also provide information for consultation in 
developing intervention plans that are useful and feasible in a classroom setting. 
The survey will take approximately 15-20 minutes of your time. Should you decide to 
participate, please follow the directions, complete the questions in the survey, and return 
no later than May 18th to the designated sealed box in the teacher mailroom labeled 
SURVEY. Do not put your name or any other identifYing information on the envelope or 
any ofthe survey materials. 
As an expression of my gratitude for your participation, I have enclosed a complimentary 
pen, and you are also eligible to win a $75 American Express Gift Card through a 
raffle to be held after May 18th. If you would like to be included in the raffle fol' the Gift 
Card, place your name on the enclosed 3x5 index card and place it in the designated 
sealed box in the teacher maiIroom labeled RAFFLE. 
Your participation poses no identifiable risks, but may cause some concern or discomfort. 
Your participation is completely voluntary and you may withdraw from this study at any 
time. If you choose not to participate, or ifYOD withdraw, there will be no penalty .. 
Returning the completed survey will indicate informed consent to participate. The 
responses you provide will be kept anonymous, as no identifYing infonnation will be 
provided by you. Surveys will not contain any names, codes, or numbers, or any other 
information that would in any way personally identifY you. 
Should you have any questions or problems dOling the study, please contact me, Linda 
Latsko Casfenova at 610-917-0834 or !castenova@yahoo.com or you can contact my 
Dissertation Chair, Dr. James B. Hale, at 215-871-6948 or .fanlesHa@pcom.cdu. If you 
want to know more about Dr. Hale's background, or the rights of research participants, 
you can call the PCOM Research Complianoe Specialist at 215-811-6782. Tbank you in 
advam:e for your time and energy! 
Sincerely, 
~Al\.~\A~ 
Linda Latsko Castenova, Ed.S 
Psy.D. Candidate 
'Jl')() CITY AVENUE· PHILADELPHIA 
~AMWJ>! ~ 
es B. Hale. Ph.D 
Dissertation Chairperson 
PENNSYl.VANIA 19131-1693· wWII'.pcom.cdu 
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The Knowledge of Attention Deficit Disorders Scale (KADDS) 
Please answer the following questions regarding Attention-Deficit/Hyperactivity Disorders (ADHD). 
If you are unsure of an answer, respond Don't Know (DK), DO NOT GUESS. 
True (T), False (F), or Don't Know (DK) (circle one): 
I.T F DK 
2. T F DK 
3. T F DK 
4. T F DK 
5. T F DK 
6. T F DK 
7. T F DK 
8. T F DK 
Most estimates suggest that ADHD occurs in approximately 15% of school age children. 
Current research suggests that ADHD is largely the result of ineffective parenting slulls. 
ADHD children are frequently distracted by extraneous stimuli. 
ADHD children are typically more compliant with their fathers than with their mothers. 
In order to be diagnosed with ADHD, the child's symptoms must have been present before 
age 7. 
ADHD is more common in the 1 st degree biological relatives (i.e. mother, father) of 
children with ADHD than in the general population. 
One symptom of ADHD children is that they have been physically cruel to other people. 
Antidepressant drugs have been effective in reducing symptoms for many ADHD children. 
9. T F DK ADHD children often fidget or squirm in their seats. 
10. T F DK Parent and teacher training in managing an ADHD child are generally effective when 
combined with medication treatment. 
11. T F DK It is common for ADHD children to have an inflated sense of self-esteem or grandiosity. 
12. T F DK When treatment of an ADHD child is terminated, it is rare for the child's symptoms to 
return. 
13. T F DK It is possible for an adult to be diagnosed with ADHD. 
14. T F DK ADHD children often have a history of stealing or destroying other people's things. 
15. T F DK Side effects of stimulant drugs used for treatment of ADHD may include mild insomnia and 
appetite reduction. 
16. T F DK Current wisdom about ADHD suggests two clusters of symptoms: One of inattention and 
another consisting of hyperactivity/impulsivity. 
17. T F DK Symptoms of depression are found more frequently in ADHD children than in non-ADHD 
children. 
18. T F DK Individual psychotherapy is usually sufficient for the treatment of most ADHD children. 
19. T F DK Most ADHD children "outgrow" their symptoms by the onset of puberty and subsequently 
function nOlmally in adulthood. 
20. T F DK In severe cases of ADHD, medication is often used before other behavior modification 
techniques are attempted. 
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KADDS (continued) 
21. T F DK In order to be diagnosed as ADHD, a child must exhibit relevant symptoms in two or more 
settings (e.g., home, school). 
22. T F DK 
23. T F DK 
24.T F DK 
25.T F DK 
26. T F DK 
27. T F DK 
28. T F DK 
29.T F DK 
30.T F DK 
If an ADHD child is able to demonstrate sustained attention to video games or TV for over 
an hour, that child is also able to sustain attention for at least an hour of class or homework. 
Reducing dietary intake of sugar or food additives is generally effective in reducing the 
symptoms of ADHD. 
A diagnosis of ADHD by itself makes a child eligible for placement in special education. 
Stimulant drugs are the most common type of drug used to treat children with ADHD. 
ADHD children often have difficulties organizing tasks and activities. 
ADHD children generally experience more problems in novel situations than in familiar 
situations. 
There are specific physical features which can be identified by medical doctors 
(e.g. pediatrician) in making a definitive diagnosis of ADHD. 
In school age children, the prevalence of ADHD in males and females is equivalent. 
In very young children (less than 4 years old), the problem behaviors of ADHD children 
(e.g. hyperactivity, inattention) are distinctly different from age-appropriate behaviors of 
non-ADHD children. 
31. T F DK Children with ADHD are more distinguishable from normal children in a classroom setting 
than in a free play situation. 
32. T F DK The majority of ADHD children evidence some degree of poor school performance in the 
elementary school years. 
33. T F DK Symptoms of ADHD are often seen in non-ADHD children who come from inadequate 
and chaotic home environments. 
34. T F DK BehavioraVPsychological interventions for children with ADHD focus primarily on the 
child's problems with inattention. 
35. T F DK Electroconvulsive Therapy (i.e. shock treatment) has been found to be an effective 
treatment for severe cases of ADHD. 
36. T F DK Treatments for ADHD which focus primarily on punishment have been found to be the 
most effective in reducing the symptoms of ADHD. 
37. T F DK Research has shown that prolonged use of stimulant medications leads to increased 
addiction (i.e., drug, alcohol) in adulthood. 
38. T F DK If a child responds to stimulant medications (e.g., Ritalin), then they probably have 
ADHD. 
39. T F DK Children with ADHD generally display an inflexible adherence to specific routines or 
rituals. 
(Written by Mark J. Sciutto, Ph.D. 
and Emily Feldhamer) 
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Descriptions of Child (participants will be assigned Vignette I or II) 
Please read the following description about a student to consider when completing the 
Teacher Intervention Survey: 
VIGNETTE I 
This child has difficulty listening to the teacher in class. The child gets bored easily 
during class instruction, and has difficulty focusing attention on any task-at-hand. Even 
when engaged during class discussion, the child may blurt out answers. The child has 
considerable difficulty sitting still and regularly squirms in the seat - frequently bouncing 
up to throwaway trash or to use the pencil sharpener. The child's desk and work area are 
messy and disorganized. Assignments are seldom completed or are not completed on 
time. The student is seldom prepared, as several items may be missing, such as 
homework assignments, books, pencils and paper. This child has been diagnosed with 
Attention-Deficit/Hyperactivity Disorder, Combined Type. 
VIGNETTE II 
This child has difficulty listening to the teacher in class. The child gets bored easily 
during class instruction, and has difficulty focusing attention on any task-at-hand. Even 
when engaged during class discussion, the child may blurt out answers. The child has 
considerable difficulty sitting still and regularly squirms in the seat - frequently bouncing 
up to throwaway trash or to use the pencil sharpener. The child's desk and work area are 
messy and disorganized. Assignments are seldom completed or are not completed on 
time. The student is seldom prepared, as several items may be missing, such as 
homework assignments, books, pencils and paper. Easily frustrated, the child can become 
argumentative with the teacher, frequently refusing to follow adult instructions or 
directives. The child is often loud and disruptive in class. Easily annoyed by work 
demands and peer interactions, the child can become verbally or physically aggressive at 
times. This child has been diagnosed with Attention-Deficit/Hyperactivity Disorder, 
Combined Type, and Oppositional Defiant Disorder. 
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Teacher Intervention Survey 
Stimulant Medication (Ritalin) Monitoring: teacher completes a daily checklist for a month period to 
monitor drug effectiveness. 
You have just read about a child with a classroom problem and a description of an intervention for 
improving the problem. Please evaluate the intervention by circling the number which best describes your 
agreement or disagreement with each statement. You must answer each question. 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
l=Strongly 
DisAgree 
2=Disagree 3=Slightly 
Disagree 
4=Slightly 
Agree 
5=Agree 
This would be an acceptable intervention for the child's problem behavior. 
Most teachers would find this intervention appropriate for behavior 
problems in addition to the one described. 
This intervention should prove effective in changing the child's problem 
behavior. 
I would suggest the use of this intervention to other teachers. 
The child's problem behavior is severe enough to warrant use of this 
intervention. 
Most teachers would find this intervention suitable for the behavior 
problem described. 
I would be willing to use this intervention in the classroom setting. 
This intervention would not result in negative side effects for the child. 
This intervention would be appropriate for a variety of children. 
10. This intervention is consistent with those I have used in classroom 
settings. 
11. The intervention was a fair way to handle the child's problem behavior. 
12. This intervention is reasonable for the behavior problem described. 
13. I liked the procedures used in this intervention. 
14. This intervention was a good way to handle this child's behavior problem. 
15. Overall, this intervention would be beneficial for the child. 
6=Strongly 
Agree 
1 2 3 4 5 6 
123456 
1 2 3 4 5 6 
123456 
1 2 3 456 
1 2 3 4 5 6 
1 2 3 4 5 6 
1 2 3 456 
123456 
1 2 3 4 5 6 
123456 
1 2 345 6 
1 234 5 6 
12345 6 
1 2 3 456 
(IRP-15 Copyright, 1982. Brian K. Martens & Joseph C. Witt) 
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Daily Report Procedure with school-based consequences: child is given a daily report card each day 
to earn points at the end of the week to be traded in for privileges or rewards at the school store. The 
child could earn one point each class period. Examples of behaviors to target may include both social 
conduct (following teacher directions, staying in assigned seat, raising hand to get teacher attention) 
and academic performance (completes assignments, return completed work or projects to school on 
time). 
You have just read about a child with a classroom problem and a description of an intervention for 
improving the problem. Please evaluate the intervention by circling the number which best describesyollr 
agreement or disagreement with each statement. You mllst answer eaeh question. 
1. 
2. 
3. 
4. 
5. 
l=Strongly 
DisAgree 
2=Disagree 3=Slightly 
Disagree 
4=Slightly 
Agree 
5=Agree 
This would be an acceptable intervention for the child's problem behavior. 
Most teachers would find this intervention appropriate for behavior 
problems in addition to the one described. 
This intervention should prove effective in changing the child's problem 
behavior. 
I would suggest the use of this intervention to other teachers. 
The child's problem behavior is severe enough to warrant use ofthis 
intervention. 
6. Most teachers would find this intervention suitable for the behavior 
problem described. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
I would be willing to use this intervention in the classroom setting. 
This intervention would not result in negative side effects for the child. 
This intervention would be appropriate for a variety of children. 
This intervention is consistent with those I have used in classroom 
settings. 
The intervention was a fair way to handle the child's problem behavior. 
This intervention is reasonable for the behavior problem described. 
I liked the procedures used in this intervention. 
This intervention was a good way to handle this child's behavior problem. 
Overall, this intervention would be beneficial for the child. 
6=Strongly 
Agree 
123456 
1 234 5 6 
123456 
1 2 3 4 5 6 
123456 
1 234 5 6 
23456 
I 2 3 4 5 6 
1 2 345 6 
I 234 5 6 
I 234 5 6 
23456 
2 345 6 
123456 
123456 
(IRP-15 Copyright, 1982. Brian K. Martens & Joseph C. Witt) 
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Self~Management with school~based consequences: child is givcn a daily checklist to monitor, 
evaluate, and record the occurrence of his/her own academic and social behaviors to earn points for 
appropriate target behaviors (prepared and organized for class, oll~task academically engaged 
behaviors) and rate one's performance matched to the teacher rating. Points are awarded by the 
teacher, initially, to be gradually faded to the student ratings with teacher matches biweekly. The 
points can be traded in for privileges or rewards at the school store. The child could earn one point 
each class period. 
You have just read about a child with a classroom problem and a description of an intervention for 
improving the problem. Please evaluate the intervention by circling the number which best describes your 
agreement or disagreement with each statement. You must answer each question. 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
l=Strongly 
DisAgree 
2=Disagree 3=Slightly 
Disagree 
4=Slightly 
Agree 
5=Agree 
This would be an acceptable intervention for the child's problem behavior. 
Most teachers would find this intervention appropriate for behavior 
problems in addition to the one described. 
This intervention should prove effective in changing the child's problem 
behavior. 
I would suggest the use of this intervention to other teachers. 
The child's problem behavior is severe enough to warrant use of this 
intervention. 
Most teachers would find this intervention suitable for the behavior 
problem described. 
I would be willing to use this intervention in the classroom setting. 
This intervention would not result in negative side effects for the child. 
This intervention would be appropriate for a variety of children. 
This intervention is consistent with those I have used in classroom 
settings. 
The intervention was a fair way to handle the child's problem behavior. 
This intervention is reasonable for the behavior problem described. 
I liked the procedures used in this intervention. 
This intervention was a good way to handle this child's behavior problem. 
Overall, this intervention would be beneficial for the child. 
6=Strongly 
Agree 
1 2 3 4 5 6 
1 2 3 4 5 6 
1 234 5 6 
123456 
12345 6 
1 234 5 6 
123 4 5 6 
1 2 345 6 
1 2 3 4 5 6 
1 234 5 6 
1 234 5 6 
1 2 3 456 
1 234 5 6 
1 2 345 6 
1 234 5 6 
(IRP-I5 Copyright, 1982. Brian K. Martens & Joseph C. Witt) 
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Demographics 
Please answer the following questions by either writing your answer on the blank 
or circling your response. 
A. Identifying Data 
1. Your age __ _ 2. Gender 
a. Male b. Female 
3. Highest degree attained _ ....... __ _ 4. Specialization! Certification __ _ 
5. Grade level(s) you currently teach? __ 6. Classes you currently teach? 
a. General Ed b. Special Ed 
7. Total number of years of teaching experience? __ _ 
8. Please estimate the amount oftime in hours that you have received either formal or 
informal training from the following sources on your knowledge of ADHD? 
HOURS 
a. Teacher College Education 
b. Workshops 
c. School Inservices 
d. Books 
e. Journal Articles 
f. Pamphlets/Handouts 
g. Television Programs 
h. Internet for information on ADHD 
Please return this packet to the SURVEY Box in the mailroom. 
Don't forget to return your 3 X 5 card in the RAFFLE Box for your chance to win a 
$75 Gift Card! 
THANK YOU THANK YOU THANK YOU THANK YOU 
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Appendix B 
Two Week Reminder Letter to Teachers 
Dear Teacher: 
Two weeks ago you were given a survey to complete regarding teachers' 
knowledge of Attention-Deficit/Hyperactivity Disorder (ADHD) and 
acceptability of various interventions. If you have already completed and 
returned the survey, please accept our sincere thanks. 
If you have not yet completed and returned the survey, please do so as soon as 
possible. In order for the results of this study to accurately reflect current 
information concerning acceptance of interventions for children with ADHD, it 
is important that your response be included. 
For your convenience I have deposited some extra survey forms next to the 
Survey Box in case you had misplaced or did not receive one. 
Thank you, again, for your time and cooperation!!! 
Sincerely, 
Linda Latsko Castenova, Ed.S. 
Psy.D. Candidate 
School Psychology 
PCOM 
1 castel1ova@yahoo.com 
James B. Hale, Ph.D. 
Dissertation Chair 
School Psychology 
PCOM 
JamesHa@pcom.edu 
